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Or late years a great deal of work has been done on the anatomy of 
the pregnant tube. Many points are, however, still in dispute, and 
although we can add little that is new, we feel that the following 
description of the findings in an early case is worthy of being placed 
on record. The pregnancy is a fairly early one—probably between 
the second and third week—and as the affected portion of the tube 
was examined by means of serial sections, 1971 in all, and the other 
pelvic organs were obtained, post mortem, in a fresh condition, a 
complete picture of the condition can be presented. The case is 
further of interest from the fact that the patient died of internal 
hemorrhage from a minute perforation of the tube wall, a termina- 
tion which is not frequent at such an early period. 

The history of the case is as follows. The patient was an un- 
married woman, aged 30, employed as a shop assistant. She had for 
some time been subject to gastric disorder for which she was from 
time to time treated by her medical attendant. On the night prior 
to her death he was called in on account of some slight abdominal 
pain and diarrhea, and, seeing her again next morning, the 
symptoms suggested to him that she was suffering from a recurrence 
of her gastric trouble. He was informed that she had had a normal 
menstrual period two or three weeks previously. She became rapidly 
worse in the afternoon, and when seen by Mr. Caird in consultation 
early in the evening was so ill as to put operation out of the question. 
She died shortly afterwards, and, as the diagnosis was very uncertain, 
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a post mortem examination was immediately made at the request of 
her doctor and Mr. Caird. To them we are indebted for permission 
to publish the case. 

Post mortem. The body was that of a well-developed adult 
female. On opening the abdomen dark fluid blood welled out, and 
the abdominal viscera were bathed in blood, while in the pelvis were 
large clots. The blood and clots when removed filled a large wash- 
hand basin two-thirds full. The pelvic contents, when examined 
from above, showed at once the source of hemorrhage. At the 
uterine end of the right Fallopian tube there was an almond-shaped 
swelling measuring a little over 1 cm. in its long axis. This was of 
a dark, almost prune juice colour and covered by glistening peri- 
toneum, except over a small area about the middle. In this region 
a lighter brownish-red coloured zone was visible; this was covered by 
peritoneum, which was more opaque and lustreless, and in its centre 
a minute perforation was present from which blood oozed on 
gentle pressure. The condition was diagnosed as a ruptured tubal 
pregnancy. 

The right ovary showed no abnormality, but the left was enlarged 
and cystic, and growing from the junction of ovary and ovarian 
ligament was a small fibroma. The uterus was enlarged, soft, and 
somewhat boggy to the touch; on section its cavity was lined by a 
thick decidua. 

The pelvic contents were removed en masse for further examina- 
tion. The other organs of the body, heart, lungs, liver, etc., showed 
no evidence of disease except the extreme anemia from death due 
to hemorrhage. The swelling on the tube before mentioned was 
found on closer examination to be situated in the isthmus. It bulged 
more towards the broad ligament attachment than to the upper 
surface, along which the thickening due to lumen could be traced 
almost to the middle of the swelling. It measured 1°3 cm. in length, 
lem. in breadth, and 1 cm. in thickness. The rest of the tube, in- 
cluding the fimbriated end, appeared quite normal. There was 
slightly more tortuosity in the right (pregnant) tube than in the 
left. (Plate I.) 

The gestation sac and adjoining parts of the tube were fixed in 
formaline, embedded in paraffin and cut in serial section for micro- 
scopic examination. The proximal and distal portions of the tube 
were also examined microscopically as well as the following tissues; 
the left tube, uterus, cervix, right and left ovaries, part of ovarian 
ligament, broad ligament and cellular tissue in region of uterine 
arteries. 


In discussing the results of this examination we shall take up the 


_ points in the following order : — 


1. The anatomy of the pregnant tube, especially with reference 
to the possibility of the presence of diverticula of the lumen. 
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2. The method of embedding of the ovum. 

3. Decidual formation in pregnant tube and other tissues. 
4. The trophoblast and its mode of invasion. 

5. The ovum with its embryo and membranes. 


Anatomy of the Pregnant Tube. 

On transverse section of a portion of the affected tube on the 
uterine side of the gestation sac the following appearances are pre- 
sented. (Plate II, Fig. 1.) The muscular and fibrous tissue con- 
stituting the greater thickness of the wall show no abnormality. The 
lumen is centrally situated and is lined by a mucous membrane 
covered with columnar epithelium. The villous processes of mucosa 
are more numerous and complicated than usual, and join across the 
lumen to produce a net-like or honeycomb appearance on section. 
On these villous processes the epithelium is swollen and in many 
places desquamated. The fibrous tissue core shows marked engorge- 
ment of the blood capillaries with proliferation of the endothelial 
lining and accumulation round the vessels of cells mainly of the 
small lymphocyte type, but also all intermediate forms from these 
to fully-formed polyblasts. The fixed connective-tissue cells of the 
part are also swollen up and increased in number. In sections nearer 
the growing ovum active proliferation of these latter cells would 
appear to explain the presence of the young spindle-shaped cells 
which have the appearance of being the precursors of a decidual 
reaction in the villous process of the tube. In sections still nearer 
the site of the ovum the villous projections of the mucosa become less 
complicated and gradually disappear until finally only one large 
projection is visible, and in this, as will be shown later, there is a 
marked decidual reaction. The epithelial lining of the tube remains 
intact until it is replaced by fibrinous exudate which intervenes 
between the lumen and the ovum bed. On the other side of the 
gestation sac, towards the fimbriated end, no such adhesion of the 
villous processes is present, the mucosa being of normal appearance. 
(Plate II, Fig. 2.) © 

In tracing the tube lumen through successive sections, a further 
interesting appearance is demonstrated. (Plate III.) In the sections 
beyond those showing the above described honeycomb appearance of 
the mucosa, the lumen becomes less circular in shape and a projection 
of the connective tissue of the wall into it is seen. This projection 
meets the opposite wall of the cavity and appears to convert the 
single into a double lumen. This double lumen is seen through 
many sections, and the two cavities undergo a change in shape and 
size. They are for a considerable length of the tube widely separated 
from each other and then they approach one another again and finally 
fuse into a common cavity. If only the middle sections had been 
seen the interpretation put upon the appearance would have been 
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that a double channel was present. By a study of the arrangement 
of the muscle fibres and from the fact that there is obvious obliquity 
in the section of the lumina, together with the fact that the single 
cavity can be traced into the double one and then on to the single 
one again, it is apparent that this appearance is not due to a double 
channel or the presence of a diverticulum, but to the tortuosity and 
folding of a single tube. The same appearances can be produced by 
twisting and folding a single rubber tube in various directions. 

While it is universally admitted that diverticula of the tube 
lumen do occur, no weight can be attached to the conclusion that 
their presence has been the etiological factor in any case of tubal 
gestation unless serial sections have been made. 

Other observers have sought to explain the occurrence of tubal 
gestation by the grafting of the fertilized ovum in a tube, the 
epithelial lining of which has been altered by a recent catarrhal 
process. This view merits careful consideration. In the present 
case there is evidence of recent catarrh in both tubes, but that in the 
left—the non-pregnant tube—is so slight in degree as almost to be 
accounted for by post mortem change. On the right side, however, it is 
distinctly present, especially on the uterine side of the gestation sac; 
but the appearances are, in our opinion, such as can be wholly 
accounted for by the reaction of the tissues subsequent to the im- 
plantation of the ovum. On the other hand, the fusion of the villous 
processes of mucous membrane across the lumen may have played a 
part in the arrest of the developing ovum in its passage along the 
tube, a possibility which is strengthened by the fact that such fusion 
is only present on the uterine side of the ovum. This cribriform 
structure of the tube lumen may have been produced by a previous 
salpingitis, although the possibility of its being of congenital origin 
must rot be lost sight of. The amount of recent catarrhal change 
present is not sufficient to account for it. 


Mode of embedding of ovum. 

In sections through the middle of the gestation sac the ovum, with 
its villi, fills up the whole interior of the tube and no lumen is visible. 
At both extremities of the gestation sac, on the other hand, the lumen 
is quite intact, and the ovum is seen to be extending not along it, 
but in the muscular coat of the tube. There is thus evidence that 
the mode of growth of the ovum is in the tube wall, and that probably 
it had primarily become embedded there. In sections a little within 
the limits of the gestation sac the floor of the lumen, where it abuts 
upon the ovum bed, is formed of a fibrinous layer which completely 
shuts off all communication between them. By tracing the sections 
from this point in towards the centre of the sac the process by which 
the lumen has been destroyed can be seen. (Plate IV.) The path 
of least resistance seems to be in the area just outside the innermost 
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circular muscular fibres of the tube, and along this the villi extend 
towards each extremity of the tube, and also in a circular direction 
so as to surround the lumen. At the same time, they extend, 
although at a slower rate, into the fibrinous layer forming the floor 
of the lumen, so that in intermediate sections the appearance pro- 
duced is that of a tube lumen more or less semi-circular in shape 
with a fibrinous wall towards the bed of the ovum and the rest 
composed of muscular fibres. (Plate IV, Fig. 2.) At the sides the 
villi and trophoblast are seen extending round the lumen for a short 
distance on either side, but separated from it by the inner muscular 
fibres. Towards the roof of the cavity the muscular wall is practic- 
ally intact, except that just in advance of the trophoblast there is a 
loosening and breaking down of the muscle fibres, a point which will 
be referred to later. Tracing the sections still farther towards the 
centre it is found that the lumen gets smaller and smaller owing to 
the eating up of the limiting muscle by the advancing trophoblast, 
until in the centre all trace of the original lining of the lumen is 
lost, and the whole of the interior of the tube is occupied by the 
ovum and its villi. (Plate IV, Figs. 3 and 4.) 

The extent to which the villi have penetrated and destroyed the 
muscular wall of the periphery of the tube varies in different parts. 
It is greatest towards the side on which the ovum originally embedded 
itself, and it is here that the rupture occurred which caused the 
death of the patient. The process by which rupture took place will 
be more fully described later. 


The reaction of maternal tissue to the growing ovum. 

The chief interest in this connection lies in the question as to 
whether there is or is not any decidual formation occurring in other 
than uterine tissue. As is constantly found, there is present in this 
case a well-marked decidual lining to the uterine cavity. This can 
be readily differentiated microscopically into compact and spongy 
layers, the former consisting of a close aggregation of cells possessing 
in the main a uniform structure. (Plate V, Fig. 1.) The cell wall is 
irregular in outline, the cell body large and coarsely granular, con- 
taining a large nucleus which is usually centrally placed and oval in 
contour; in it the chromatin network stains deeply and is coarse in 
structure. Interspersed among these decidua] cells are others smaller 
in size, possessing a nucleus which stains more deeply and appears 
more homogeneous. 

The only other situation in which true decidua] formation of this 
type is found is in the villous processes of the mucous membrane of 
the pregnant tube on the uterine side of the gestation sac. It has. 
been already noted that towards the site of the implantation of the 
ovum the villous processes of mucous membrane disappear with the 
exception of one which persists almost up to the point where the 
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lumen is destroyed; it is in the connective tissue of this process that 
the most marked decidual reaction is present. The appearances are 
practically identical with those found in the uterine decidua. The 
evidences of a very active young connective tissue-cell formation 
are present, so that a mass is formed consisting almost entirely of 
cells which are spindle-shaped, and from their appearance and 
structure are, without doubt, similar in nature to the decidual cell 
of the uterus. (Plate V, Fig. 2.) They are of the type of young 
fibroblasts such as are seen in the “ process of repair.” As in the 
uterus, there is present another type of cell, smaller in size. This 
decidual formation is also present in the mucous membrane of the 
interstitial portion of the pregnant tube. It is entirely absent in the 
tube of the opposite side, in the ovaries, and in the cellular tissue of 
the broad ligament. 

So far there is no difficulty in interpreting the appearances pre- 
sented, but when the wall surrounding the ovum is examined with 
reference to decidual formation, difficulties arise. There is here no 
decidual “membrane.” There is, however, evidence of cellular re- 
action identical in nature with that which, in the uterine and tubal 
mucosa produces such a membrane. In studying this reaction it is 
necessary to go beyond the area of trophoblastic invasion in order to 
exclude the possibility of confusion between maternal connective 
tissue cells and isolated trophoblastic foetal cells. 

If the area chosen be such as that towards the base of the tube, 
where large vessels are present, the following appearances are pre- 
sented. (Plate VI, Fig.1.) In both artery and vein changes involv- 
ing all their coats are seen. The endothelial cells of the inner coat 
are swollen up and increased in number, some lying free inside the 
lumen of the vessel and others attached loosely to its wall. Under- 
neath these and in the middle coat the connective tissue cells are 
increased in number and altered in appearance, whilst throughout 
all the coats red blood corpuscles are interspersed. The muscle of 
the middle coat is fragmented and disintegrated, and interspersed 
throughout it these connective tissue cells lie. They possess the 
structure of the young fibroblast, having a spindle-shaped cell body 
with striated cytoplasm, an oval nucleus centrally placed, containing 
a large nucleolus and a coarse chromatin network. In the outer coat 
these cells are also present, but there is in addition an extra-vascular 
accumulation of cells, some of which are of the lymphocyte type, and 
others which possess the characteristic structure of the mononucleated 
cell of an “inflammatory exudate”; there is also an occasional poly- 
morphonuclear leucocyte. (Plate VI, Fig. 2.) Some of these cells 
are undoubtedly derived from the endothelium of the perivascular 
lymph spaces. In fact, all the appearances very closely resemble 
those met with in the zone of reaction of an infected wound, except 
that the degree of muscle disintegration is greater. 
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In the extravascular tissues the young connective tissue cells are 
also increased in number, and endothelial reaction is present in 
many of the capillaries. 

The type of cell here described is identical with that which goes 
to form the decidua of the uterine and tubal mucosa, but in the tube 
wall they are so few in number as never to lead to the formation of a 
distinct membrane. The reason for this probably is that the tissue 
in which the reaction is occurring is not a highly cellular almost 
embryonic structure such as that of the uterine mucous membrane, 
but one in which a great deal of destruction of muscle must occur 
before the connective tissue cells are available to take part in the 
process. This may also explain how it is that the most marked 
reaction is present in the coats of the vessels and only to a lesser 
extent in the general connective tissue of the part. 


The trophoblast and its mode of invasion. 

In sections through the middle of the gestation sac the chorionic 
vesicle covered with epiblast and containing the embryo in its amnion 
is well seen. The vesicle is lined with mesoderm, and this has ex- 
tended out with the epiblastic buds to form villi, many of which are 
vascularized. The process of vascularization can be traced as arising 
locally from the formation of blood capillaries and blood cells. The 
greater part of the bed of the ovum is occupied by the villi lying in 
the intervillous spaces. Most of them are covered with two layers 
of epithelium, Langhans’ layer and syncytium. At the limits of the 
growing ovum the mode of extension of the trophoblast can be well 
studied, especially at the point where it is working its way round the 
lumen of the tube. 

At this point it is seen that well in advance of the outermost limit 
of the trophoblastic invasion there is hyperemia and edema of the 
tissues, producing a separation of the muscle fibres. The endothelium 
of the dilated vessels has, in many cases, become swollen and in places 
separated. A little nearer the ovum the vessels are still more dilated, 
and there is blood extravasation in the surrounding tissue, in which 
the edema is more marked. The muscle fibres are broken up and 
disintegrating. Still nearer the line of advance, the blood extravasa- 
tion is increased, and there is commencing fibrin formation. The 
large connective tissue cells previously described as probably decidual 
in character are present throughout these areas, but now, in addition 
to them, there are other cells of much the same type but with a 
relatively smaller cytoplasm and larger and more deeply staining 
nucleus. These are foetal cells derived from Langhans’ layer, and 
they form the advance guard of the invading trophoblast. They are 
destructive in action, and invade and destroy the vessel walls, and 
complete the disintegration of muscle. The fibrin deposit is greatly 

increased in amount. Beyond this fibrin layer and nearer the ovum 
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bed the syncytium is met with for the first time. It is applied to the 
fibrin-lined spaces and is seen extending along vessel walls. In this 
situation its structure can be well demonstrated, and its origin from 
the adjacent villi traced. (Plate VI, Figs. 3 and 4.) The bud-like 
processes consist of a finely granular protoplasm which contains 
numerous large nuclei with a coarse open chromatin network and 
large nucleoli. 

This is the process of invasion which is seen in all parts of the 
tube wall, and it would appear as if the destruction of maternal tissue 
in advance of the actual trophoblastic cells must be due to the bio- 
chemical process which prepares the way for them. It is instructive 
to note that in those places where the reaction of the maternal tissues 
in the form of endothelial proliferation and increase in number and 
size of the connective tissue cells is least marked, and where fibrin 
formation is absent or small in amount, the ovum has penetrated 
most deeply into the tube wall. It is at such a point that rupture 
has occurred. 

By reference to Plate VII, Fig. 1, it will be seen that the tube 
wall is especially thin at one point, and that here there are situated 
large thin-walled vessels. It will further be noted that whereas 
round the rest of the periphery of the ovum there is a fairly thick 
uniform layer of fibrin, at this point it is almost entirely absent. 
This area may be called “the area of impending rupture.” On 
examination under higher magnification (Plate VII, Fig. 2) practic- 
ally no reaction on the part of the maternal tissues such as has been 
noted in the other parts of the tube, is present. The endothelial cells 
are not swollen up or desquamated, and there is no proliferation of 
the connective tissue cells of the part, but there is an extensive in- 
vasion by trophoblastic cells. On tracing this area of the wall 
through successive sections the mode of production of the rupture 
can be learned. At a part a little nearer the broad ligament attach- 
ment than the very thin area above mentioned there is a large blood 
sinus in the wall. The wall of this‘has been destroyed by trophoblast, 
causing a large hemorrhage into the ovum bed and an extravasation 
of blood into the thinned-out wall of the tube. (Plate VII, Fig. 2.) 
This hemorrhage, while extensive, has disturbed the relations of the 
ovum very little. It must, however, have considerably raised the 
tension inside the tube and also further weakened the wall so that, 
possibly as a result of muscular contraction of the remainder of the 
tube wall, the peritoneal coat of the thinned-out portion has given 
way and an intra-peritoneal hemorrhage has occurred. (Plate VII, 
figs. 3 and 4.) 

Judging from the appearances in the tube wall, more especially 
at the site of rupture, it would thus appear that the trophoblastic 
invasion is most marked at those places where there is a failure of 
response on the part of the maternal tissue, and where fibrin forma- 
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tion has not occurred to any great extent. The resisting power of 
the fibrin layer is well demonstrated where it forms an effective 
barrier between the tube lumen and the ovum bed (Plate II, Fig. 3), 
thus preventing rupture into the lumen. This fibrin formation, to- 
gether with the reaction which occurs in the endothelial lining of the 
vessels, the possible migration of endothelial cells through the vessel 
walls, and the changes of a decidual character in the connective 
tissue cells, all seem to be for the purpose of, or at least to result in, 
an arrest in the rate and extent of advance of the fetal epiblast. 

If this view of the decidua is correct, it must be looked upon, not 
simply as a suitable bed in which the ovum can bury itself, but as a 
barrier laid down to prevent the too great destructive action of the 
trophoblast. The absence of any distinct decidual membrane in the 
tube wall would thus readily explain the frequency of tubal rupture. 

A further point of interest may be mentioned viz., the very large 
amount of hemorrhage which occurred as the result of a rupture of 
such small size in the tube wall and from the opening up of a 
comparatively small vessel. Spontaneous arrest of the bleeding may 
have been prevented by the failure of the weakened muscle coat to 
contract, and there is the further possibility that the coagulability 
of the blood may be altered by the action of the trophoblast, which 
seems to possess the power of extending along vessel walls without 
producing clotting. 


The embryo and membranes. 

It is not proposed to enter into any detailed description of the 
embryo and its membranes, and we reproduce a microphotograph 
(Plate VIII) simply to indicate the extent to which development has 
proceeded, and in order to give evidence as to the age of the ovum. 
There is no menstrual history to rely on in fixing this age, and it 
must be arrived at by comparing the dimensions and development of 
the embyo with those of other embryos described by various authors. 

The measurements of the complete embryo are as follows :— 
19 mm. x ‘87 mm. x ‘64mm. These measurements correspond to those 
ascribed to embryos between the second and the third weeks. It is 
cut in its long axis, and the relations of the membranes are very well 
seen in the sections. The amnion is a closed sac of fairly large size 
inside which the embryo lies. The yolk sac, very much folded, com- 
municates with the ventral aspect, and the belly stalk connects the 
mesoderm of the chorionic vesicle with the ventral aspect towards the 
caudal extremity. 

The interpretations put upon the different appearances met with 
in tubal gestation are many and various, but we have purposely 
abstained from making any reference to the views held by other 
investigators, as these have already been fully set forth in this 
JOURNAL. 
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DESCRIPTION OF PLATEs. 


Coloured Plate. Right side of uterus and right Fallopian tube viewed from the 
front. Note the minute rupture in the centre of the gestation sac. 


Plate 1. The pelvic organs removed en masse seen from behind. Note the © 
enlargement of the uterus; the almond-shaped swelling on the right tube and the 
large size of the right ovary, and the presence, at its junction with the ovarian 
ligament, of a small fibroma. 


Plate 2. Fig. 1. Transverse section of the lumen of the right tube on uterine 
side of gestation sac. The villous projections of mucous membrane are complicated 
folds united to one another. The epithelial covering is in many places desquamated. 
The connective tissue cores show dilatation of vessels and an increase in the cellular 
elements. 

Fig. 2. Transverse section of the right Fallopian tube on the outer side of the 
gestation sac. Compare with Fig. 1. The mucosa appears healthy. In the cavity is 
some catarrhal débris. 

Fig. 3. Transverse section of lumen in region of developing ovum. The lumen is 
intact and is separated from the ovum bed by a dense layer of fibrin. Note how the 

villi are extending round the lumen outside the innermost circular muscle fibres. 
The interior of the tube is filled with catarrhal débris. 


Plate 3. Selected sections of tube on inner side of gestation sac to show how a 
fictitious appearance of a diverticulum is produced by convolution of the tube. On 
tracing the tube from Fig. 1 to Fig. 6—from the inner to the outer end of this section 
of it—it would appear as if a single cavity became a double channel, to re-unite into 
a single cavity again. This can however be seen to be due to obliquity of section. 


Plate 4. To show the process of obliteration of the tube lumen by the developing 
ovum. 
Fig. 1. Transverse section of tube at periphery of ovum. The lumen is intact 
and filled with catarrhal debris and separated from the ovum bed by a layer of 
fibrin. 

Fig. 2. Section nearer centre of gestation. The lumen is being encroached upon 
by the foetal tissues which are destroying its wall. The fibrin layer is still present. 
Note the villi extending round lumen external to the inner circular muscle fibres. 

Fig. 3 shows almost complete disappearance of lumen. Only part of wall left. 

Fig. 4. Transverse section of centre of gestation. No trace of lumen visible. 
Embryo and its membranes well seen. 


Plate 5. To illustrate decidual formation. 

Fig. 1. Uterine decidua (1000). Note the irregularity of the cell outlines, the 
large, coarsely granular nucleus, and prominent nucleolus. Between the large cells 
are others of a smaller size, with deeply staining homogeneous nuclei. 

Fig. 2. Decidual tissue from centre of villous process of mucosa of pregnant tube. 
Note the similarity in appearance of the cells to those of the uterine decidua. 

Fig. 3. Section of maternal tissue outside the area of trophoblastic invasion 
showing alteration in wall of blood vessel—proliferation and separation of cells of 
endothelial lining, formation of young connective tissue cells in the extravascular 
tissue, and the presence amidst the latter of cells probably of endothelial origin. 

Fig. 4. Section of tissue from the zone of trophoblastic invasion showing isolated 
trophoblastic cells. Note the similarity in appearance of these to decidual cells. 
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Plate 6. Fig. 1. Section of maternal tissue at junction of tube with broad liga- 
ment, showing alteration in larger blood vessels—proliferation of endothelium and 
disintegration of wall—cellular increase in extravascular tissue and invasion of latter 
by isolated trophoblastic cells. 

Fig. 2. Section of maternal tissue (1000). High power view of wall of blood 
vessel seen in Fig. 1, showing formation of young connective tissue cells and presence 
of cells of endothelial origin—an attempt at decidual formation. 

Fig. 3. Shows syncytial mass applied to maternal tissue and, beyond it, invasion 
of same by isolated trophoblastic cells. 

Fig. 4. Epiblastic covering of villus showing origin of syncytial bud from outer 
plasmodial layer, internal to which is the cellular layer of Langhans. The protoplasm 
of the syncytium is granular and contains large nuclei with coarse chromatin network 
and darkly stained nucleoli. 


Plate 7. To illustrate rupture of the tube. 

Fig. 1. Transverse section of tube. In the interior note the villi and the chorionic 
vesicle on section. The wall near the latter is thin and evidently on the point of 
rupture. There is absence of fibrin formation at this part. 

Fig. 2. Higher power view of “area of impending rupture” as seen in Fig. 1. 
A blood vessel (v.) has been opened into and from it bleeding has occurred into the 
ovum bed. 

Fig. 3. The rupture in the tube wall. Note the open mouth of the vessel seen 
in Fig. 2. 

Fig. 4. Higher power view of rupture. Note the everted edges of the ruptured 
wall and the large amount of blood in the tube. 


Plate 8. The embryo and its membranes. The embryo (E) is cut in longitudinal 
section. It is attached to the mesoderm (M) of the chorionic vesicle by the belly 
stalk (S) along which the amnion runs for a short distance and then follows the 
mesoderm to enclose the embryo. The yolk sac (Y) is much folded and can be 
traced onto the ventral aspect of the embryo. 

A., amniotic cavity. Ch., epiblastic covering of chorionic vesicle. 
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A Note on the History of the Literature of the 
Toxzmia of Pregnancy. 


By Francis Henry Cuampneys, M.A., M.D. (Oxon.), F.R.C.P., 
Physician-Accoucheur to St. Bartholomew’s Hospital. 


Tue valuable work contributed by Dr. Whitridge Williams on the 
“Toxemias of Pregnancy” has had so large an effect on contemporary 
thought that I venture to make one or two criticisms, not so much 
on that work, as on the general statement of the subject as presented 
by hin. 

I quote first from the second edition of his ‘‘ Obstetrics,” 1908, 
p- 509. This work, or rather its first edition, 1903, was accessible 
before the Bulletin of the Johns Hopkins University in 1906: 


Atiology. “Until comparatively recently our knowledge concern- 
ing its etiology was extremely defective, and even yet our informa- 
tion is not entirely satisfactory. In my monograph upon the subject, 
in 1906, I stated that the evidence at present available justifies the 
differentiation of three types of serious vomiting of pregnancy: 
namely, reflex, neurotic, and toxemic.” 

“The reflex variety, as its name implies, results from the presence 
of abnormalities in other portions of the body, and particularly 
in the generative tract. Thus, it sometimes happens that it is 
associated with retroflexion of the uterus or an ovarian tumour, and 
immediate relief follows the replacement of the uterus or the removal 
of the tumour.” 

“Attention was first directed to the neurotic variety by Kaltenbach, 
who stated in 1891 that the vomiting of pregnancy is usually a 
manifestation of a neurosis, somewhat allied to hysteria, and is 
readily amenable to suggestive treatment. Clinical observation 
affords abundant evidence in favour of such a view, as it is well 
known that many women, who are apparently upon the verge of 

.death from starvation as the result of vomiting, suddenly become 
better spontaneously following a threat to induce abortion. More- 
over, prompt cure frequently follows the employment of most varied 
and unscientific treatment, such as the use of an electrical battery 
which was later found to be entirely out of order, or the application 
of various medicaments to the cervix, or the use of leeches. More- 
over, it may be affirmed that the cures following dilatation of the 
cervix, as recommended by Copeman, should be regarded merely as 
due to suggestion.” 

“Tn the toxemic variety, on the other hand, the condition is 
associated with a profound disturbance of metabolism, which is 
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manifested by characteristic changes in the urine and the presence of 
definite lesions in the liver and kidneys. It was first shown in my 
clinic that the urine in such cases presents a high ammonia co- 
efficient, indicating that a much greater proportion of total nitrogen 
is excreted in the form of ammonia than normal. Normally in the 
first half of pregnancy the ammonia co-efficient varies between 
4 and 5 per cent., but in toxemic vomiting it may rise as high as 
10, 20, 30, or even 40 per cent., and in one of my cases reached 40 per 
cent. just before death.” 

“Matthews Duncan, in 1879, pointed out that the condition 
(vomiting of pregnancy) was sometimes associated with serious 
hepatic disorders, but this was not generally recognized until the 
work of Stone, Ewing and myself showed that in many of the fatal 
cases lesions were present in the liver identical with those occurring 
in acute yellow atrophy.” 

In the Bibliography (page 548) reference is made to “ Duncan, 
Clinical Lecture on Hepatic Diseases in Gynecology and Obstetrics, 
London Medical Times and Gazette, 1878, i, pp. 57—59.” 

This Clinical Lecture was republished in his Clinical Lectures 
(Ist edition, 1879, p. 144) under the heading: “ On hepatic disease in 
gynecology and obstetrics.” 

I next quote from the same author: Bulletin of the Johns Hopkins 
Hospital, vol. xvii, No. 180, March 1906. 

The author describes three kinds of vomiting of pregnancy : 
reflex, neurotic and toxemic. 

Among (1) reflex causes he mentions (a) abnormalities of the 
uterus, particularly displacements; (b) certain cases of endometritis; 
(c) ovarian tumours; (d) abnormalities of the ovum, such as 
hydramnios, hydatidiform mole and certain cases of twin pregnancy. 

For his authority as to (a) he quotes Graily Hewitt and others, 
but expresses his own opinion in very hesitating language as to its 
general truth. As regards (b) J. H. Bennett is quoted as referring 
certain cases to inflammatory conditions of the cervix and Copeman 
as referring certain cases to rigidity of the os internum. Of these 
also the author speaks sceptically. As regards (c) the statement that 
ovarian tumours may cause it, the author claims “ that in exceptional 
cases the presence of tumours of the ovaries may accentuate or even 
cause serious vomiting.” As regards (d) “Clinical observation ap- 
parently shows that both hydramnios and twin pregnancies predispose 
to excessive vomiting, though whether this is the result of the mere 
over-distension of the uterus, or whether it is associated with some 
toxemic condition has not yet been demonstrated. Hydatidiform 
mole has a similar effect.” 

The very guarded and sceptical manner in which the author 
expresses himself gives the reader the impression that he does not 
really believe in his own Class 1. 
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From my own experience I am able to confirm the author’s 
scepticism. I have never, for instance, in 35 years, seen a case of 
incarceration of the retroverted gravid uterus associated with severe 
vomiting. Although such a combination may occur, nothing will 
convince me that such an association of severe vomiting with retro- 
version of the gravid uterus is anything more than a coincidence. 
I say the same of the rest of the instances cited, that their association 
with vomiting is nothing but fortuitous and is not essential. 

I would quote the author’s own words: “ Moreover, prompt cure 
frequently follows the employment of most varied and un- 
scientific treatment, such as the use of an electric battery which was 
later found to be entirely out of order, or the application of various 
medicaments to the cervix, or the use of leeches. Moreover, it may 
be assumed that the cures following dilatation of the cervix, as 
recommended by Copeman, should be regarded as due to suggestion.” 


2. Neurotic vomiting. 

“Although the effect of pregnancy upon the mental, moral and 
nervous equilibrium had long been recognized, and Arquétin (1865), 
Tisserand (1865), Duncan (1879), Rosenthal (1879), Ahlfeld (1891) 
and others had pointed out that many cases of severe vomiting were 
neurotic or hysterical in origin, it was nevertheless not until Kalten- 
bach read his paper before the Berlin Obstetrical Society in 1890 
that general attention was directed to this phase of the subject.” 
(The dates are mine.) 

The author gives his reasons for his statement. It may very 
likely be true that Kaltenbach’s writings were the first to strike the 
general imagination. In any case there can be no doubt of the 
reality of this class. 


3. Toxemic vomiting. 

“As far as I have been able to ascertain, Fischl, in 1884, was the 
first modern writer to suggest the toxeemic character of the con- 
..” 

“The following year (1885) Jolly reported two cases of paralysis 
which occurred in pregnant women suffering from the vomiting of 
pregnancy, and attributed the former condition (paralysis) to a 
neuritis which was probably caused by some toxic substance peculiar 
to pregnancy.” 

Other authors are mentioned in subsequent years. 

Then occurs the following passage: “As early as 1879 Matthews 
Duncan suggested that the underlying factor, in certain of the fatal 
cases at least, was acute yellow atrophy of the liver.” 

“This view . . . obtained little if any recognition.” 

This seems to me a very inadequate statement of the share of 
Dr. Matthews Duncan in the elucidation of this important and 
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obscure subject. I therefore quote the part of his writings which 
particularly refers to the matters in question. The italics are mine. 

“Of the vomiting of pregnancy there are at least two kinds. 
There is what may be called the common kind, which, when severe, 
is almost certainly the result of morbid innervation. Whether the 
sickness and vomiting of pregnancy is a reflected sensation, or a 
reflected motion, or the result of a reflected sensation, it is a con- 
sequence of morbid innervation. It is frequently very grievous and 
perhaps is sometimes even fatal. This kind of vomiting in pregnancy 
is arrested when the foetus dies. It is arrested certainly by abortion, 
miscarriage, or delivery at full time. It is not accompanied by any 
symptoms of grave disorder, except such as arise from defective 
nutrition.” 

“But there is another kind of vomiting in pregnancy, our know- 
ledge of which is extremely imperfect and upon which some remarks 
are called for. These are cases of vomiting in pregnancy, described 
by many authors, which prove fatal, sometimes suddenly and un- 
expectedly, without any apparent cause, or without any suspicion of 
the cause at the time the histories of such grave cases were written. 
Along with such cases have to be included some similar cases of 
sudden and unexpected death after delivery.” 

“Our knowledge of the physiology of parenchymatous degenera- 
tion of the great glands, seems to throw light upon this fatal or 
extremely dangerous form of vomiting in pregnancy—to show that 
the vomiting in such cases is something more than a morbid innerva- 
tion, that it is a symptom of a visible lesion. The case that I am 
about to read to you I am quite sure, some years ago, I should have 
regarded as one of vomiting in pregnancy proving fatal. I should 
not have known how to go any further. But you will find, as I 
proceed, that I have dealt with that case in an entirely different 
manner, dériving my knowledge from recent researches into the 
nature of a disease called icterus gravis, or what used to be called 
yellow atrophy of the liver.” 

Then follows a discussion of the pathology of acute yellow 
atrophy. “The condition of the blood is probably a chief part of the 
cause of proneness of women to disease of the kidney and uremia. 
. . . Now, if you look into the histories of fatal cases of vomiting in 
pregnancy, and fatal cases of a similar kind occurring just after 
pregnancy, in the puerperal state, you will find a slight jaundice 
often mentioned. . . . In order that you may further see how difficult 
it has been to reach the truth in this matter, I must tell you that 
cases of this disease occur without jaundice, or with very little. . . .” 

Then comes a discussion of various kinds of jaundice occurring in 
pregnancy, ordinary catarrhal jaundice, and that due to acute yellow 
atrophy. “The disease has been called cholemic eclampsia, just as 
the corresponding disease of the kidneys is sometimes called uremic 
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eclampsia, from the frequency of the convulsions. . . . A great 
author has suggested that the disease is essentially uremic; and, no 
doubt, the urea in the urine is very much diminished in this disease; 
but the disease is not at all like the ordinary uremic eclampsia. 
Yet, it is true, parenchymatous degeneration of the kidney is found 
along and corresponding with parenchymatous degeneration of the 
liver.” 

The author then contrasts the effects of heart disease, especially 
of mitral regurgitation, on the pregnant uterus, tending to expel the 
living foetus, with those of icterus gravis, tending to kill the foetus 
and retain it in the uterus. 

The case forming the subject of the lecture is then related—one 
of acute yellow atrophy in the third month of pregnancy ending 
fatally. “Liver, on section, yields an emphysematous feeling; . . 
highly emphysematous (not putrid), its section resembling that of 
highly-aérated bread. . . . Kidneys flabby, with large air-blebs under 
the capsule and air-vesicles on section; structure very indistinct, but 
presents evidence of congestion of cortex and base of pyramids.” 

The author then contrasts the disease with uremia. 

The passages, which I have marked in italics, show plainly that 
Dr. Matthews Duncan did not confine his remarks to the liver; that 
the condition of the blood is, in his opinion, a chief part of the cause 
of the diseases of the kidney as well as of the liver in pregnancy; 
and that, in short, his description is one of what he would have called 
“toxemia ” (as he called another affection “ sapremia ”) if the name 
had occurred to him. This was in 1879. 

As regards the neurotic variety of vomiting, it is plainly set forth 
in the above extract. It probably had been “discovered” in pre- 
historic times, though the name is comparatively modern. Indeed, 
no one can treat the condition properly on any other hypothesis. 

The latter part of Dr. Whitridge Williams’s paper is concerned 
with his interesting work on the toxemias of pregnancy, which has 
excited the interest of the medical world, and which must always 
form a part of the literature of a very important and obscure chapter 
in medicine, though the relation of the ammonia coefficient to 
toxemia still requires confirmation and elucidation. 

The portions of the paper which I have ventured to criticise are, 
first the inclusion of the author’s first class, for which I believe that 
there is no necessity. In my experience “ Reflex” cases are either 
instances of faulty logic, or properly belong to Class 2 (“ Neurotic”’). 

I have a further practical objection to the recognition of this 
class in the effect which it produces on practice. In my opinion the 
cases which would, according to the “Reflex” theory, be treated by 
posture, pessaries, cauterization of the cervix, and partial dilatation 
of the os internum, are far better and more successfully treated by 
good advice, healthy surroundings, a sensible nurse, and—if you 
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will—the personal influence known as “suggestion,” belonging as 
they do to the “neurotic” variety. Severe cases of this kind may 
require something further, of which I shall speak later. 

The next criticism which I have to make concerns the credit 
assigned to the late Dr. Matthews Duncan. The extract speaks for 
itself. He divides severe vomiting of pregnancy into two classes: 
neurotic and toxic, though he does not use either word, neither 
having been invented in 1879. But, in all essential respects, we have 
in the work quoted the truth as now generally accepted. If Dr. 
Duncan’s views on the toxeemic variety were obscured by writers who 
“darkened counsel by words without knowledge,” that was not his 
fault. If his views obtained “‘little if any recognition” in the general 
medical world, that is only to the discredit of the general medical 
world. Also, it surely is overstating the case to say: ‘“ Matthews 
Duncan, in 1879, pointed out that the condition (Vomiting of 
Pregnancy) was sometimes associated with serious hepatic disorders, 
but this was not generally recognized until the work of Stone, Ewing 
and myself (Whitridge Williams) showed that in many of the fatal 
cases lesions were present in the liver identical with those occurring 
in acute yellow atrophy.” 


Surely Dr. Whitridge Williams’s real claim is that, by the 
advantage of juniority, he has been enabled, through the possession 
of modern methods, used with great scientific discernment, to confirm 
and elucidate the views of Matthews Duncan—a man, by the way, 
whom no one need be ashamed to follow. 


If Duncan’s views obtained little recognition in the general 
medical world, it is nevertheless true that ever since he published his 
work quoted above, his teaching has been endorsed at least by the 
present writer, first at St. George’s Hospital (1881 to 1891), and 
(since 1891) at Duncan’s old school (where he had the honour of 
succeeding him), and has formed part of the traditions of that school— 
I mean St. Bartholomew’s Hospital. If I may be allowed to state 
what that teaching has been, I would summarise it as follows :— 


Vomiting of pregnancy falls into two groups, which should be 
carefully distinguished, both as regards treatment, and as regards 
prognosis: namely, (1) those due to neurosis; (2) those due to 
poisoning. Those due to neurosis do not, generally, threaten life; 
those due to poisoning do. Those due to neurosis can, generally, be 
cured by appropriate treatment; those due to poisoning, when severe, 
require the immediate interruption of pregnancy, which procedure, 
however, may fail to save the patient. A long experience enables me 
to affirm that toxemic vomiting of pregnancy is of the greatest 
rarity, and that a man may well fail to see a single case in a practice 
extending over many years. 


I may illustrate the two classes by two cases : — 
8 
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(1) Mrs. M., seen by me December 11th, 1901, in consultation, in 
one of the northern counties of England, for very severe vomiting of 
pregnancy, thought to threaten life and to indicate abortion. Age 27, 
married 3 years, one child September 1899; says she has had two 
miscarriages, the last after uterine treatment by a doctor who wanted 
to curette her. 

Temperament nervous, two of mother’s brothers insane, husband 
has a lawsuit, says she is not worried. Last catamenia ended 
September 20th. November 20th vomiting began; November 23 it 
became very violent, it is alleged after an indigestible meal followed: 
by a chill. December 3rd rectal feeding was begun, but feeding by 
the mouth was not stopped. 

The temperature has been irregular; on December 6th it reached 
102; it has generally ranged between 97°7 and 997. Pulse 110, thin, 
regular. 

Urine 1025, no albumen, no sugar. 

No jaundice; tongue clean; uterus fully the size of 3 months, os 
rather patulous, body rising into abdomen, pelvis natural. 

Opinion: neurotic vomiting. 

I decided to treat the case like one of delirium tremens, with large 
doses of bromide (a method which I have since followed with good 
results, and which I had never seen recommended.) Feeding to be 
exclusively by the rectum, the nutrient enema to consist of 3 ounces 
of peptonised milk with 40 grains of potassium bromide every 4 hours 
for 24 hours or longer, the bromide being given only if the patient 
was awake. Being confident of the variety of vomiting present, I 
gave a good prognosis. 

I have not described the vomiting, which was, however, very 
violent and the patient was extremely excited. 

The vomiting ceased entirely within 24 hours and did not return. 
About December 13th a trace of sugar was found in the urine, but 
no albumen. 

I may say that I have never been obliged to interrupt pregnancy 
for neurotic vomiting and that I believe that its necessity is of the 
greatest rarity. 

The object of the bromide is to abolish reflexes, and to make an 
absolute break in the continuity of consciousness; the patient must be 
kept asleep the whole time. 


(2) Mrs. W., et. 36, seen in the country, in consultation, 


This pregnancy had advanced about 7 weeks; vomiting began 
3 weeks after the last period and was the first symptom of pregnancy. 
It was bilious in character, motions bile-stained, emaciation from 
the onset (the patient was buxom previously), no fever, no albu- 


minuria (as reported). 
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The patient was slightly jaundiced, tongue clean, rather dry; 
pulse very feeble, compressible, 140. Abdomen no tenderness, liver 
dulness normal. Urine scanty, colour of brown sherry, normally 
acid, slight flocculent turbidity, sp. gr. 1022; on addition of cold 
nitric acid no green colour is obtained; a play of green and pink is 
obtained when two drops are allowed to run together on an opaque 
white ground; trace of albumen. 

Under microscope: blood cells, epithelium cells, pigmented 
masses, hyaline and epithelial casts; leucin. 

A few days previously two local medical men, acting on my 
advice, given after examination of the urine above, had attempted to 
procure abortion, without effect, but with relief to the vomiting. A 
sponge tent produced no effect in dilating the cervix. 

I saw the patient, diagnosed the case as due to poison (toxic), and 
of a serious nature, and decided that the uterus must be emptied to 
save the patient’s life. 

The largest laminaria tent (nearly as large as the little finger) 
produced no dilatation in 13} hours. Hegar’s dilators were sent for 
to London and Nottingham, but were unknown by the instrument- 
makers in both places. I therefore got the village carpenter to turn 
me a set in boxwood, giving him drawings and dimensions. He 
finished these in a short time, they acted well, and I emptied the 
uterus quickly and safely. After the operation the pulse was 144 
and very feeble indeed. Temperature 97°2. The prognosis appeared 
bad, but the patient made a rapid recovery. 

Matthews Duncan was to a great extent—to use an old English 
word—a “Seer.” Any of my readers who doubt this might do many 
worse things than read his collected “Clinical Lectures,” if they 
have not already read them; or, if they have, read them again. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


Notes of a Case of a Retro-peritoneal and Retro- 
vesical Hydatid Cyst, associated with Two 
Omentum Cysts of the same nature.* 


By G. A. Casaris, M.B., C.M. (Edin.). 


AN interesting and somewhat rare case of hydatid disease came to my 
notice a few weeks ago. Mrs. A., nullipara, aged 26, and a patient of 
Dr. Muir, of Sterkstroom, C.C., was sent to me suffering from menstrual 
irregularity, sterility and diffuse pains in the pelvic cavity. The 
patient presented no special history except that of dysmenorrhea, for 
which the uterus had already been dilated, and some irritability of 
the bladder, which on one occasion had led to difficult micturition 
and inability to relieve herself for almost 24 hours. The digestive 
functions were much impaired and the tongue coated. Frequent 
vomiting of an obstinate character, constipation and headaches, were 
some other symptoms complained of, but there was no urticaria, or 
history of injury to the abdomen, or of recent pelvic infection. The 
patient had been married a little over 12 months and was very 
anxious to have a child. The husband denied ever having suffered 
from gonorrhea and was apparently in excellent health. With the 
letter containing notes on previous treatment Dr. Muir mentioned 
the presence of some diffuse swelling in the pelvis which, however, he 
did not specify. On palpating the abdomen an irregular swelling 
was readily detected midway between the pubis and umbilicus. It 
was really movable, almost ovoid in shape, painless and could be 
pushed with ease right under the liver surface. Its median position, 
its great range of freedom suggested a growth connected either with 
the bowels, or omentum, or possibly a wandering kidney. Deep 
pressure above the pubes revealed the presence of an irregular mass, 
lobulated, hard and lying on a plane higher than the pelvic brim. 
On vaginal examination the fundus uteri was distinctly perceptible 
in its normal, if somewhat less anteverted, position, it was enlarged 
and tender, and lay on a higher plane than usual, the cervical os 


*Read at the South African Medical Congress, East London, 1908. 
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being just accessible to the index finger. On its right and apparently 
prolapsed in Douglas’s pouch and consequently behind it, was a 
renitent ovoid swelling continuous with an elongated sausage-like 
body, which I took for a cystic ovary and a dilated and hypertrophied 
tube. On the left, but anteriorly and to all appearances in the vesico- 
uterine pouch was another growth of the same character. This 
swelling, which was on a level with the fundus uteri, was more tender 
than the retro-uterine one and seemed adherent to the anterior 
uterine surface. I diagnosed a left tubo-ovarian cyst, probably of 
inflammatory origin. 

Tubo-ovarian swellings of this nature are not often found in this 
position, although in the course of several laparotomies for adnexal 
disease, I have already found the left tube and ovary, never as yet 
the right one, fixed in this situation no less than six times. 
Evidently in the early stage of tubal and ovarian inflammation the 
organs are displaced forward, probably by a distended bowel, and 
become ultimately fixed in this abnormal site. The constant position, 
assumed by inflamed and cystic diseased tubes and ovaries, is behind 
the uterus, or on the posterior surface of the broad ligaments, the 
weight of the engorged and often purulent appendages naturally 
favouring their descent in Douglas’s pouch. Here they usually 
become adherent, at times filling the whole cavity, and by their 
intimate cohesion with the uterus, immobilizing that organ to such 
an extent as to simulate an incarcerated fibroid tumour. This was 
exactly the general impression given by the case and justified the 
diagnosis of double tubo-ovarian disease, with cystic degeneration of 
one or both of the appendages. A brisk purge given to the patient a 
couple of days before the operation seemed also to settle the question 
as to the nature of the abdominal tumour, as on a casual examination 
made with the patient on the table, the ovoid swelling had apparently 
vanished. 

Operation. Median laparotomy. The free edge of the great 
omentum was found adherent to the fundus uteri and to the anterior 
and left tumour. The adhesions were slight and implicated only a 
small portion of the omentum. The tumour itself was composed 
partly of a hypertrophied ovary with an adherent and dilated tube. 
Both organs were lying over what should be the utero-vesical pouch, 
but which was filled by a globular reddish-looking mass, completely 
obliterating that cavity. Both tube and ovary were rapidly released 
and placed aside under a compress to await further treatment. The 
enucleation of the mass was then attempted. It was easily detached 
from the anterior and superior surfaces of the uterus, but was in- 
timately connected with the bladder wall upon which it was partly 
lying, the lower portion of the viscus being almost free and showing 
that the tumour, whatever its nature, had been but loosely connected 
with the cellular tissue at the base of that organ. On realising its 
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anatomical connections, a trocar needle connected with an aspirator 
was pushed into the middle of the swelling, when a jet of clear, 
transparent fluid spurted out, followed, as pressure was made on the 
collapsing cyst, by a yellowish, sandy-looking residue. A 1:100 
solution of formol was then injected into the cavity so as to sterilize 
its contents. This is a practice I invariably follow, in all cases 
where I have doubts as to the nature of the contents of a cyst cavity, 
since its utility has been so well demonstrated by Dévé and Albert 
Martin.! The inspection of the cyst cavity revealed a pearly-white, 
homogenous membrane, like coagulated albumen, lying free in the 
cyst and independant of its adventitious wall. There was nothing 
similar in the whole realm of surgery and whoever has once seen a 
hydatid cyst, knows that it is not necessary to find daughter cysts, 
or scolices, to diagnose the condition. The opening in the cyst wall 
was temporarily closed by forceps and the sac carefully dissected 
from the bladder. This dissection of the adventitious sac was some- 
what tedious, but was made necessary by the fact that its walls were 
in reality formed at the expense of the loose cellular tissue immedi- 
ately behind the pubes. The cyst was therefore not only retro- 
peritoneal and retro-vesical, but partly supra-vesical, a point of some 
importance as regards the pathogenesis of some of these cysts. After 
its removal, the large denuded surface was successfully “ reperi- 
tonized” by carrying the dissection further on both sides and specially 
upwards, enough peritoneum being obtained to cover the exposed 
muscular layer of the bladder wall. The swelling on the right side 
proved also to be a hydatid cyst to which the right tube and ovary 
had become firmly adherent. It was, however, but loosely connected 
with the peritoneal covering of Douglas’s pouch, from which it peeled 
off in its entire condition and without bursting. On closer inspection, 
it proved to be an omental cyst, which having become retro-uterine 
and having contracted fresh adhesions, had gradually severed its 
connexion with the omentum itself—the only vestige of this structure 
left behind, being a small tag still adherent to its upper surface. 
The ovary was easily detached from the sides of the adventitious sac, 
but not the tube, which owing partly to adhesions, but also to the 
occlusion of its ostium abdominale, was divided in half and the 
proximal end alone preserved. The existence of one omental cyst 
suggested others, these tumours being generally multiple. This 
proved to be the case, as another cyst, this time purely omental and 
the size of a small orange, was found higher and just below the trans- 
verse colon. It was the median growth which had mysteriously 
disappeared, probably under the liver, or in one of the flanks, before 
the operation. Both cysts having been excised, and the appendages 
released from all adhesions and restored to a condition approaching 
health, the abdominal wall was sutured in three layers and the 
patient put back to bed. She made an uninterrupted recovery. 
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Remarks. Hydatid disease is of frequent occurrence in South 
Africa, and especially in the Eastern and Northern districts of Cape 
Colony, where the staple industry of the country is sheep farming. 
The case related above is the fourth one of intra-abdominal hydatids 
I have seen and operated upon within five years. Its nature would 
therefore not call for any special comment, if it were not for the 
presence of the first hydatid, which instead of being purely abdominal 
and peritoneal was retro-peritoneal as well as retro-vesical. 

In order, however, to make my remarks more intelligible, it will 
be necessary to refer briefly to the origin and nature of these cysts. 
Hydatid cysts are generally divided into primary and secondary. 
The first variety have usually a local origin, that is, they are the 
result of a direct invasion of an organ, or any other part of the body 
by the echinococcic embryo which may have immigrated there 
directly, or more frequently still, been carried by the general blood 
stream to its new resting place. Primary cysts are usually single, 
and occur most frequently in the liver substance or the spleen. 
Secondary hydatids are on the contrary generally multiple and intra- 
abdominal—they are of subsequent development to a mother cyst, or 
primary cyst, which having burst has set free in the abdominal 
cavity “daughter cysts,” scolices or hooklets. These, when liberated 
in a free cavity float about, but frequently settle on the great 
omentum, which, with its numerous folds and large peritoneal sur- 
face, provides a suitable nidus for their reception, or else they 
gradually descend by gravitation to the most dependent part of the 
abdomen and fix themselves in the pelvis where they grow and 
develop in the same manner as the parent cyst. This theory, which 
thus explains in a satisfactory manner the multiplicity of hydatid 
cysts found in the abdomen, was first formulated by Hunter? and is 
in direct contradiction to the one adopted by Charcot and Davaine* 
who, on the contrary, insisted that hydatid cysts are almost always 
primary and may develop simultaneously in different parts of the 
body. Hunter’s theory has, however, received a striking confirmation 
from the works of De Risman, but more particularly from those of 
Deve, to which reference will be made later when discussing sub- 
serous hydatids. So far as the present case is concerned we have 
therefore the curious association of an extra-peritoneal cyst with two 
intra-abdominal ones. The first cyst should therefore be considered 
a primary hydatid, its distinct subperitoneal and retro-vesical position 
apparently excluding it from a secondary origin. These retro- 
vesical cysts are well known, they have been mentioned and more 
specially described by several writers, among whom Hunter, Charcot, 
Neisser,5 Getten,® Mouille,? Lhuillier,’ and lastly Cranwell? have 
given us well-known theses and articles where they generally agree 
with Charcot and Davaine that they take their origin in the loose 
cellular tissue at the base of the bladder. According to Cranwell 
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they are more frequent in men than in women, and when truly pelvic 
and retro-vesical are usually single, at times growing to a large size, 
and owing to the bony and unyielding nature of their surroundings 
rapidly lead to pressure symptoms, among which frequent micturition, 
constipation and, at times, anuria with secondary dilatation of the 
ureters and kidney pelves has been noted. Both Charcot and 
Davaine, however, mention the co-existence of retro-peritoneal 
hydatids with others in the liver, the spleen and more especially the 
abdomen. The difficulty of explaining the simultaneous presence of 
these two varieties of cysts unquestionably favoured, at least in 
France, the acceptance of Charcot’s theory, until Dévé, in a brilliant 
thesis !° demonstrated, both clinically and experimentally, that most 
subperitoneal hydatid cysts were secondary and could only be con-: 
sidered as primary cysts if single and unconnected with the presence 
of intra-abdominal hydatids. He explained the process by which 
daughter cysts, scolices or hooklets, when inoculated on the surface 
of the peritoneum, may lead to the formation of retro-peritoneal 
cysts, owing to the remarkable power possessed by that structure to 
surround the germs by newly-formed tissue, until they have been 
excluded so to speak from the general abdominal cavity. The 
daughter cysts and scolices are in reality treated exactly like a 
foreign body. 

Should such a body alight on the endothelial surface, it provokes 
a fibrinous exudate, which is rapidly invaded by leucocytes, while 
the endothelial cells on which it first rested are quickly absorbed. A 
wall, composed of connective tissue cells thus soon surrounds and 
covers the offending member, until it is buried under new tissue, the 
process being made more complete by endothelial cells proliferating 
on its surface and giving it the glistening and smooth appearance of 
the peritoneum. Thus also a hydatid cyst, originally purely intra- 
abdominal, may burrow its way beneath the peritoneum and occupy 
the position it did in the case under consideration. There is little 
doubt therefore that the first growth was one of Dévé’s subserous 
hydatids. 

First, it was not strictly speaking retro-vesical, in the sense that 
it had not originally started from the loose cellular tissue at the 
base of the bladder, while its presence in Retz’s pouch, simultaneously 
with two secondary cysts, evidently by their common size con- 
temporary to one another, is anomalous and would suggest that 
originally it was also intra-peritoneal and secondary. Secondly, 
the adhesion of the left tube and ovary to its posterior and superior 
surfaces—a very uncommon position, as I have already noted, for 
the appendages to assume—seemed to indicate that, at a previous 
period, the hydatid was directly connected with the left uterine 
adnexa, in fact might possibly have first alighted on them, before it 
lodged itself in the uterovesical pouch, ultimately burrowing its 
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way under the peritoneum, until it reached the muscular layer of 
the bladder. 

The above pathological considerations are not, however, the only 
ones suggested by this interesting observation. Its clinical history 
is equally valuable. First as to symptoms. These were ill-defined, 
and except for dysmenorrheic pains and sterility, had not attracted 
to any extent the patient’s attention. The painful micturition and 
inability to pass urine for 24 hours she only remembered when cross- 
questioned. Given the pelvic condition, the presence of one large 
cyst behind the uterus and another behind the bladder, it seems 
peculiar that the urinary symptoms should not have been more 
distressing, even taking into consideration the lateral expansion, 
saddlebag wise, of the bladder. According to Guyon," painful 
micturition is almost the only constant symptom noted and, when 
associated with pressure on the ureter, may lead to a complete anuria 
and pyelo-nephritis. In this case there was no dilatation of either 
ureter, but the attacks of frequent vomiting and headaches joined 
to an obstinate constipation, may probably be accounted for by a 
certain amount of interference of the urinary secretion by the two 
cysts and their pressure on the rectum. 

Secondly as to diagnosis. As I have said, I made that of a double 
tubo-ovarian swelling either purely cystic (parovarian, follicular 
cysts) or more probably of inflammatory origin. Indeed, it would 
have been difficult to arrive at any other conclusion, the two cysts in 
the pelvis simulating to perfection the ovoid swellings pathognomic 
of cystic disease of the adnexa. The absence of a recent infection in 
the eventuality of its being an inflammatory swelling, might appear 
puzzling, had experience not demonstrated that women may have 
had a distinctly septic endometritis followed by inflammation and 
purulence of both appendages, without at the time showing any 
marked symptoms of infection or appearing to be seriously ill. The 
absence of any “ fremitus” noted in a case, I believe, published by 
Mr. Fenwick, was explained by the absence of daughter cysts, 
although both hydatids contained echinococcic sand (sable echino- 
coccique) and numerous scolices and hooklets. 

Thirdly as to treatment. The only treatment, of course, for intra- 
abdominal or pelvic hydatid cysts is an operative one and the same 
rule applies to liver cysts. The dangers of the punction and aspira- 
tion of these tumours has been too frequently reported to need 
repetition. One precaution, however, of very great importance in 
the surgical treatment of these cysts, is to prevent their bursting in 

the general abdominal cavity during their extraction. This is a 
point of technique often overlooked by operators and I well remember 
seeing one well-known colonial surgeon, only a few years ago, re- 
moving hydatids from a patient and deliberately bursting every cyst 
during its extraction. His remark that the hydatid fluid was not 
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septic, was true enough, so far as bacterial infection was concerned, 
but not as regards the infection of the abdominal cavity by daughter 
cysts, scolices or hooklets. This eventuality, as pointed out by Dave, 
is of frequent occurrence if care is not taken to withdraw the hydatid 
fluid before detaching the cyst and destroying its contents with a 
weak formaline solution (1:100), as the adventitious sac, especially 
in omental cysts, is extremely fragile and ruptures easily when 
detached from its surroundings. 

On further cross-examining the patient I elicited the fact that 
for several months previous to her feeling unwell, she had kept in 
her house, and as a particular pet, a greyhound, which had suffered 
for a long time from tape-worm. 
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II. 


Pregnancy and Labour Complicated by Rectal 
Cancer. 


By Joun A. Kynocu, M.B., F.R.C.S. (Edin.), 


Professor of Obstetrics, University of St. Andrews; Gynecological 
Surgeon, Dundee Royal Infirmary. 


Mrs. M., zt. 21, jute preparer, was admitted to the Dundee Maternity 
Hospital on 21st May 1907, being pregnant for the first time and 
six months’ advanced. 

History. Menstruation commenced at 16, duration three days, 
fairly regular. Last period occurred in middle of November 1906, 
and foetal movements were felt in March 1907. She stated that her 
health had been good up till seven weeks before admission to hospital, 
when she complained of diarrhea and painful defecation. These 
symptoms had continued in spite of medicines prescribed, but no 
rectal examination appeared to have been made. Latterly the 
diarrhea had become constant and she had incontinence of feces, 


with constantly recurring spasms of pain in the rectum. For some 
few weeks she had lost weight. 


On admission. The patient was very thin and anemic. Pulse 90, 
temperature 98°4°. Examination of the heart, lungs and urine 
showed no abnormality. Per rectum there was found a new growth 
infiltrating the anal margin and destroying the sphincter. In- 
ternally there was felt a large warty growth involving the lower 
three inches of the rectum. The finger could not reach beyond the 
growth. 

Microscopic examination of the tumour showed it to be a colloid 
cancer. 

Per vaginam. The vaginal canal was so encroached upon by the 
growth as to render it very doubtful if a full-time child could be 
delivered per vias naturales. The os admitted the forefinger, the 
vertex presented and the membranes were intact. 

The patient declined to remain in hospital and was discharged on 
25th May 1907. On June 10th she was attended as an out-door 
patient. As the pregnancy had now reached the seventh month and 
the patient was obviously sinking it was decided to induce premature 
labour. A bougie was introduced into the uterus and the patient 
delivered, forceps being applied at the outlet. The child, a male, was 
stillborn, although the foetal heart sounds were audible when labour 
was induced. The patient died on June 23rd. 

In the Zentralblatt fiir Gyndkologie of November 28th 1905, 
Professor Nijhoff! reported a case of this complication in a patient 


q 

4 

g 

. 

} 


116 Journal of Obstetrics and Gynecology 


aged 18, and he collected all the published cases up to that date. 
They numbered 26, five being reported from Holland. In the cases 
where the patient’s age was stated we find the following :—1 aged 18, 
1 aged 24, 2 aged 25, 1 aged 26, 2 aged 27, 2 aged 29, 1 aged 30, 
1 aged 31, 3 aged 32, 1 aged 35, 1 aged 37, 3 aged 40, 1 aged 43. 

The patient in my case is the youngest reported, with the excep- 
tion of Nijhoff’s (18). 


Those reported cases are grouped as follows : — 


1. Cases where the rectal cancer was not recognized till after 
confinement. Five: three=forceps delivery ; two=non-instrumental. 
Of those five cases the disease was inoperable in four. Two mothers 
died of peritonitis, one on the fourth, and the other on the eleventh 
day after delivery, and in one case the tumour was excised three 
months after confinement. 

2. Inoperable cancer of the rectum diagnosed before or during 
labour. Sixteen cases terminating as follows :—4 normal, full-time 
labours; 2 premature (1 spontaneous, 1 induced) ; 10 Cesarean sections 
(7 classical, 3 Porro). Of the Cesarean sections (7) five mothers 
recovered and there were seven living children, whilst in the three 
cases where Porro’s operation was done, two mothers recovered and 
one child lived. In two cases inguinal colotomy was performed early 
in pregnancy, followed by Cesarean section at full time. 


3. Cases of operable rectal cancer diagnosed during pregnancy. 
Five cases terminating as follows: —Three: Labour induced. One at 
the 7th month; Kraske’s operation six weeks later; recovery. Two at 
the 8th month; Kraske’s operation 3 weeks and 17 days later; re- 
covery. Two operated on. In one the tumour was extirpated at the 
fourth month. Abortion followed on the 4th day. Death of mother 
from peritonitis on the 5th day. In the other the tumour was 
extirpated at the 4th month, the pregnancy continued and the patient 
was delivered normally at full time. 

The obstetrical management of this unfortunate complication 
depends upon the degree of pelvic obstruction produced by the 
presence of the rectal growth. This may permit of normal labour at 
full time, as in the case reported by Rossa,? or may render necessary 
the induction of premature labour, or Cesarean section. In the case 
I have reported induction was the only possible treatment, as the 
general condition and surroundings of the patient absolutely contra- 
indicated the Caesarean operation. When the growth is operable it 
should doubtless be removed with the least possible delay. Whether 
this should be undertaken during the course of pregnancy or after 
the uterus has been emptied, is a point on which there is difference of 
opinion. So far the case reported by Kjelberg* is the only one where 
the disease was removed at the fourth month of pregnancy and where 
labour terminated normally at full time. Léhlein‘ and Endelman® 
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Colloid cancer of rectum X125, showing large and small alveoli with cells in 
various stages of colloid metamorphosis. 


Colloid cancer of rectum X235, showing alterations in the nuclei of some of the 
persisting cells. 
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recommend that in all operable cases (except when a small growth is 
situated so low down that it can be removed without risk) labour 
should be induced before the operation for rectal cancer is under- 
taken. The latter gives as his reasons:—(1) Before delivery a sur- 
gical operation on the rectum causes greater hemorrhage than in the 
non-gravid state; (2) resection of the rectum is almost certain to lead 
to abortion; (3) risk of infection of the operation wound by the 
lochial discharge. Since Nijhoff collected the reported cases in 1905, 
Demelin and Condert® have published a further case, treated by 
Cesarean section and supravaginal amputation of the uterus. The 
child lived but the mother died on the 14th day. 
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REVIEW OF CURRENT LITERATURE. 


The Sensibility of the Abdominal Viscera. 

C. Rirrer, Greifswald (Zentralbl. ~. Chirurgie, 1908, No. 20), impugns the 
generally accepted theory of Lennander that the abdominal viscera are not subject to 
pain unless the parietal peritoneum is irritated by stretching or traction or becomes 
involved in such an affection as a lymphangitis, and he confirms the results obtained 
by Meltzer and Kost from experiments on dogs, that sensibility to painful impressions 
does exist in the abdominal organs and is increased in organs that are inflamed. 
Ritter in entero-anastomoses on animals has seen manifestations of pain elicited by 
every stitch, whether in the large or small intestine and on the ligature of the mesen- 
terial vessels, especially, the animals have, though asleep under morphia, shown signs of 
intense suffering. Ritter has studied the question by further experiments on dogs, 
which received 1 cm. of a 4 per cent. solution of morphia hypodermically half an hour 
or an hour before the operation, and also noted reaction to the crushing of the 
intestine in clamps, to cuts in the intestinal wall and to piercing it with needles. 

The appendix vermiformis and stomach exhibited the same sensibility as the 
large and small intestine, and the animal showed reaction when the electric current 
was applied to the spleen or omentum. Whether the visceral peritoneum has any 
inherent sensibility or not, there is certainly some sensibility in the peritoneal cavity, 
and pain is most acutely felt in the neighbourhood of the blood-vessels. The sensi- 
bility of the organs is rapidly diminished by the local action of cocain, as in infiltration 
anesthesia. Ritter admits the possibility of a wide difference between men and 
animals in regard to the sensibility of their internal organs. He especially recom- 
mends as a touchstone for this, the ligature of vessels: he has himself seen in two 
patients under anesthesia evident signs of pain, not only on the early opening of 
exposed bowel but on taking up a loop of intestine with forceps. 


Two Cases of Injury to the Vagina during Coitus. 

Mi.wer (Gyndkologische Rundschau, 1908, Ht. 12).—Both cases were the result of 
sudden assault and forcible connection, the one in a girl of 24, and the other in an 
old woman of 72. In each instance the injury consisted of a tear 3 to 4 cm. in 
length in the right posterior wall of the vagina, involving the mucosa but not 
extending into the perivaginal tissue. E. Scorr CaRMICHAEL. 


The Cochleate Uterus. 

L. M. Bosst, Genoa (Zentralb. 7. Gyn., 1908, No. 20), applies the term “Cochleate” 
to uteri, of which, while the collum and atrophic portio are almost infantile, the corpus 
is enlarged above the normal and in extreme anteflexion. This condition is always 
accompanied by stenosis of the internal orifice and results in dysmenorrhea, various 
nervous troubles and sterility. In treating such cases Bossi amputates the cervix or 
performs a plastic operation upon it, or he applies his dilating intra-uterine pessary 
that may be worn for from 15 to 30 days. 


The Hydropathy of the Climacterium. 

A. Zwetc, Berlin (Zentralb. f. Gyn., 1908, No. 17, S. 575), points out that owing 
to the fitfulness always affecting women at the menopause and their readier reaction 
to external and internal excitants, the use of hydrotherapeusis at this time requires 
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the most careful regulation and watchfulness, especially at the beginning of the 
treatment. Extreme degrees of heat and cold are seldom well borne, even locally, 
as in sitz-baths, and douches seem to be too stimulating to have really good effects. 
Temperatures little if at all differing from the medium are greatly to be preferred. 
He insists especially on the dangers of polypragmasia, to which patients invariably 
endeavour to lead their physician and especially so in regard to hydropathy. A mild 
method of accumulating heat followed by refrigeration and stimulation to reaction, 
two or three times a week, and in the day time and not in the evening, is quite 
sufficient in the majority of cases. 

On the intermediate days a footbath may be taken at night. It seems to have 
the best effect if, immediately before retiring, the patient is made to walk once or 
twice through a good-sized bath containing still water to a depth of about 10cm. and 
have the feet afterwards thoroughly dried. Salt may be added to the water if it 
is necessary to stimulate reaction. 

Sitz-baths, carbonic acid baths and electric baths are quite unnecessary; the two 
latter are indeed often less well borne than the simple water methods, quite apart 
from the fact that they are more troublesome and expensive. Treatment on these 
principles, in conjunction with a mode of life ordered rationally for body and mind, 
generally relieves the troubles of the menopause in a short time, provided that there 
is no organic disease. 


Prolapsus Uteri in Virgins and Nullipare and Co-existing 
Affections of the Ovaries and Intestines. 

Lapeyre, Tours (Muenchener med. Wchnschr., 1908, No. 1145), has seen four 
instances of uterine prolapse in women between 15 and 24 years of age, and either 
virgins or nullipare; the treatment adopted in all cases, and in all successful, was 
abdominal hysteropexy. Lapeyre concludes that prolapse of the uterus in virgins 
and nullipare is often a primary and isolated affection, the causes for it being in- 
sufficient development of the peritoneum and ligaments followed by dystrophia. 
Various forms of intestinal displacement (ptosis), ovarian inflammation, colitis, 
appendicitis witness the profound disturbance of the nervous system. Laparotomy, 
which permits the simultaneous treatment of the ovarian trouble, and hysteropexy, 
are the best measures to adopt. 


Spontaneous Inversion of the Uterus. 

G. Hat, Stockton-on-Tees (Brit. Med. Journ., 1908, vol. i, p. 865), was called to 
a primipara, aged 21, in profound shock; the child and placenta were on the bed and 
the inverted uterus, in a state of great relaxation, protruded as a globular mass but 
hemorrhage had not been excessive. He reduced the organ and was able to satisfy 
himself that there had been no traction exerted on the cord or improperly applied 
pressure on the fundus; it was undoubtedly a case of spontaneous inversion. The 
patient died 28 hours after delivery. The placenta (ibid., p. 1224) was attached 
pretty nearly to the centre of the fundus uteri. 

McInerney, Abertilley (ibid., p. 988) reports a case in a primipara aged 19, whom 
he delivered by forceps, expressing the placenta and with it the inverted uterus, in 
ten or fifteen minutes. He detached the placenta and returned the uterus, but the 
patient died six hours after delivery. The case is instructive. 

A. W. Anperson (ibid., p. 1045), reports being called to a patient 22 years of age, 
tall and very thin, whom he had attended in a normal labour a year previously. She 
had now been three hours in labour, the child L.O.A., os fully dilated. The mem- 
branes soon ruptured and the child was born after one or two severe pains. While 
he was tying the cord he was surprised to find a large globular mass protruding from 
the vulva, which was the inverted uterus with an adherent placenta. He detached 
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the placenta, which (ibid., p. 1224), was centrally attached, and replaced the uterus 
under chloroform. The patient recovered without interruption. 

A. R. Gunn (Brit. Med. Journ., 1908, vol. i, p. 1232) reports a case of inversion 
of the uterus about six hours after a normal labour, and spontaneous delivery of the 
placenta in a patient aged 27, who had had six children in rapid succession. The 
inversion occurred while the patient was straining to pass water, and he attributes 
her death to shock. The placental site seemed to be in the usual place, but the 
perineum, though not recently torn, was much reduced in size, only about half an inch 
remaining between the vaginal and anal orifices. 


The Causes of Inversion of the Uterus. 

Lomse Atruityt (Brit. Med. Journ., 1908, vol. i, p. 1224), in connexion with the 
cases lately reported by Hall, Tweedy, and Anderson, refers to a paper of his own 
(1881) founded on a case of inversion due to the efforts of the uterus to expel a 
sessile tumour growing from the very centre of the fundus, and points out that he 
then impugned the current opinion that inversion of the uterus was rare except 
immediately after delivery, as, of the five cases he had seen, two only were sequelz 
of parturition, the other three being due to sessile tumours growing from the centre 
of the fundus. He had removed many pedunculated tumours from the uterine 
cavity, but had never met with one which caused inversion, and he therefore laid it 
down that to be the cause of inversion, an intra-uterine tumour must spring from 
the very fundus and also be sessile, and that in cases of inversion following par- 
turition the placenta was invariably found to have been attached to the central 
portion of the fundus, and from his own experience concluded that fundal attachment 
was not alone the predisposing but the only cause, of the occurrence of inversion. 

If the sound be skilfully introduced the patient seldom feels any pain during its 
passage through the cervical canal, but will cry out if the point be even gently pressed 
against the fundus. Again, sea tangle tents are borne without much discomfort for 
hours if too short to touch the fundus, but if overlong soon induce pain and may be 
expelled before they have swollen sufficiently to dilate the cervix. From this he 
infers that the centre of the fundus is the part of the uterine wall most susceptible 
of irritation, it is probably the centre from which the expulsive action of the uterus 
takes its origin, and if a placenta located on the fundus happens to be unduly ad- | 
herent, or a sessile tumour grow from the fundus, the uterus is stimulated to get rid 
of what has become a foreign body, and if it fail to do so, becomes inverted in con- 
sequence of its own efforts. He has ascertained that in all the three cases above 
mentioned, the placenta had a fundal attachment. 


Inversion of the uterus successfully treated by Champetier de 
Ribes’ bag. 

P. Mantet, St. Omer (Zentralb. f. Gyn., 1908, No. 21, S. 728), reported in 1906 
a case of inversion caused by traction on the umbilical cord during the third stage 
of labour. The uterus was reposed and remained in position till the fifth day, when, 
while the woman was micturating in a squatting position, the inversion recurred and 
manual reposition could not be effected. A Champetier de Ribes bag was then intro- 
duced, filled with air and left for 24 hours when the inversion was found completely 
reduced. Mantel had previously reported four other cases of inversion that had come 
under his observation. 

PINARD, commenting on the above, concurs with Mantel in the opinion that 
inversion of the uterus is more frequently met with in country districts than in 
lying-in hospitals; in his own experience of more than 60,000 deliveries, he has never 
known inversion happen to a woman absolutely under clinical care. The correct 
treatment of labour and the rest after delivery in such institutions, is a protection 
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against this accident much more effective than the improper methods too often 
practised by country midwives during labour or childbed. The most important of 
all the predisposing causes is the insertion of the placenta on the fundus of the uterus. 

Pinard recognizes that Champetier de Ribes bag is, generally, an excellent means 
for effecting reduction. As regards treatment, however, he classifies inversions of 
the uterus in three groups: (1) Those seen directly after delivery; (2) recent cases, 
of only a few hours or days standing, and (8) chronic cases some weeks or even 
months old. In group (3), as a rule, and in sroup (1) if the uterus has become 
gangrenous, surgical treatment should be adopted. 


Histological changes in the chronically inverted uterus. 

P. Mutzer, Treptow (Zentralb. f. Gyn., 1908, No. 22, S. 758) describes the 
histological conditions in a chronically inverted uterus removed by total extirpation. 
The essential features in this uterus were an atrophy, most marked in the mucosa and 
muscularis of the fundus, and an hypertrophy of the serosa. The original cylindrical 
epithelium of the mucosa, in those spots where it could be recognized at all, exhibited 
a distinct transition into flat cells like those of the vaginal epithelium. Glands could 
be made out in the fundus, but there were very few of them. The interstitial con- 
nective tissue showed more or less compensatory hypertrophy. The cervix showed 
far the least change; the glands were numerous and apparently normal, but even 
here there was a partial metaplasia of the epithelial investment. The serosa was 
everywhere thickened by increase in its connective tissue and its epithelium had 
almost completely disappeared. 

In regard to conservative methods of operation they must, as Mulzer says, aim 
at the permanent cure of the chronic inversion in the simplest way possible. In 
preference to Kiistner’s operation he recommends opening the anterior vaginal vault 
(Spinelli-Kehrer) so as, after thrusting the bladder out of the way, either to 
reduce the fundus through the funnel of the inversion with or without incision, or 
after complete division of the funnel and reduction of the uterus, to be able to stitch 
up the wound in the vagina, in either case making fixation of the fundus in 
Dihrssen’s way with silkworm gut. 


Extirpation of an enormous submesenterial tumour; lateral 
injury of the abdominal aorta successfully repaired. 

Berarp and CavaItton, Lyons (Zentralb. f. Gyn., 1908, No. 24, S. 816), report 
a case in which a submesenterial tumour weighing upwards of 26lb. was removed 
from a patient 60 years of age. The enucleation gave no difficulty at first, but during 
the detachment of the undermost portion there was sudden and profuse hemorrhage 
from the mouth, not larger than a pin’s head, of a small artery, which had been torn 
away close to its departure from the aorta. A provisional ligature of thick silk was 
placed round the aorta above this opening, which was then closed in two layers with 
purse-string sutures. The circulation in the aorta was then gradually restored, and 
the bed of the tumour carefully covered with peritoneum. The patient made an 
uninterrupted recovery. 


On Post-operative Spastic Intestinal Occlusion. 

Bunce, Bonn (Miinchener m. Wehns., 1908, No. 23, S. 1259), reported to the 
recent Congress of the German Surgical Society two observations which seem to show 
that intestinal spasm may be so extensive, intense, and protracted as to cause, by the 
absolute arrest of the passage of gas and fecal matter, the same dangers as mechanical 
occlusion. Both the patients were women who had undergone gynecological operations 
and had their appendices vermiformes removed at the same time. The first patient 
was attacked on the day after the operation by severe cutting pains in the upper and 


9 


122 Journal of Obstetrics and Gynecology 


lateral parts of her abdomen, but no objective signs, such as increased peristalsis or 
isolated dilated loops of intestine, could be detected. In spite of energetic stimula- 
tion, there was an absolute arrest of peristalsis and the passage of feces and gas, 
from the day of the operation, so that on the 5th day in consequence of enormous 
meteorism the abdomen was reopened in order to empty the bowels. The whole of 
the large bowel, except the cecum, was found spasmodically contracted—the con- 
tracted portion being as stiff as a cable, the cecum blown out to the size of a child’s 
head, the small intestine enormously distended by the arrested contents. Ileostomy 
with Witzel’s fistula led the way to recovery, and the woman had a stool by the 
rectum two days after the operation. In the other case, there were no severe pains 
at first, but merely the signs of severe post operative intestinal paralysis which could 
not be relieved in spite of large doses of physostigmin and other cathartics. Relapar- 
otomy on the sixth day disclosed spasmodic contraction affecting the whole of the 
colon and 30 to 40 cm. of the small intestine; in the middle of the spastically 
contracted transverse colon there was a distension, larger than a fist, blown up with 
gas. In spite of ileostomy death occurred the same day. There was no peritonitis 
in either case. The etiology of such spasm is still obscure but Bunge thinks it most 
probable that it is due to reflex nervous influences. He believes, on the ground of 
other experiences, that such spasmodic conditions may be diagnosed in an early stage 
if examination be made before the meteorism is excessive, and, when certainly 
diagnosed, quickly relieved by large doses of opium and belladonna by the rectum. 
Aperients of any kind are contra-indicated. 


On Duodenal Ileus. 

L. Lanpav (Miinchener m. Wcehns., 1908, No. 22, S. 1210) reported to the Berlin 
Medical Society a case in which collapse, bilious but not fecal vomiting, and 
acceleration of pulse, on the third day after laparotomy, were promptly relieved by the 
passage of gas by mouth and rectum, on the patient being placed prone on her belly. 
It was a typical instance of duodenal ileus; owing to descent of the mesentery the 
transverse limb of the duodenum had been pressed upon by the arterior mesenterica 
superior. The arrest of the secretions led to dilatation of the sto nach and by a vicious 
circle to increase in the compression. To this was added irritation and afterwards 
paresis of the vagus (quick pulse). Under normal circumstances such compression of 
the duodenum is prevented because it is always full, and peristalsis and abdominal 
is favoured by the paresis of the intestine from the operation and narcosis, by the 
emptiness of the intestine and by the elimination of abdominal pressure. As pro- 
phylactic measures, the bowel should not be completely emptied before the operation, 
and the patient should take food, and get up soon after it [cf. Albrecht’s case, ante 
vol. xiii, p. 287]. 

Herr Senator mentioned that he had had very good results from atropin in ileus. 
Atropin and physostigmin, however, were antagonistic and should not be used 
together. 


Acute Gastric Paresis leading to Occlusion of the Duodenum. 

F. Licutenste1n, Leipzig (Zentralbl. ~. Gyn., 1908, No. 19), published (ibid., 
1906, No. 44) a case of acute dilatation of the stomach with secondary arterio- 
mesenterial occlusion of the duodenum, and now describes two similar cases: (1) A 
woman of 53 years of age underwent an Alexander-Adams operation complicated by 
laparotomy, under lumbar anesthesia and ether (40 gm.) narcosis. On the tenth day 
she became very much worse with symptoms of ileus which disappeared after gastric 
lavage, with her head downwards, and she recovered. The diagnosis seems assured 
by the clinical symptoms, the effect of the treatment and the examination of the 
vomited material. There was a large amount of indican in the patient’s urine, which 
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disappeared after she got better. Lichtenstein does not recommend Neck’s head 
downward position for gastric lavage, but prolonged rest in the raised pelvis position, 
after the lavage, 

The other case affected a woman 45 years old, in whom the symptoms of ileus 
came on three days after the extirpation of a carcinomatous uterus under lumbar 
anesthesia and ether (110 gm.) narcosis. Gastric lavage had no effect and the patient 
died on the fifth day. The diagnosis was confirmed by the autopsy. 

Peritonitis, exsudate and true ileus are chiefly to be considered in the differential 
diagnosis. Lichtenstein supposes the occlusion of the duodenum to be secondary to 
the dilatation of the stomach, for which some congenital disposition, perhaps a 


malformed mesentery, may be answerable. Possibly the anesthetics may have 
something to do with it. 


Acute dilatation of the stomach in childbed. 

Morpko Kuscunir, I.D., Basle (Zentralb. f. Gyn., 1908, No. 18, 8. 603), reports : 
A healthy woman, 32 years of age, was spontaneously delivered of twins in the 
Women’s Hospital at Basle; on the following day her abdomen was extremely dis- 
tended, she passed flatus and vomited at the same time; her temperature was normal. 
In the next few days, with one remission, the distension increased and her pulse-rate 
rose to 140. On the fifth day, her stomach was washed out and a large quantity of 
bilious matter removed ; and her bowels were moved by an enema. The next after- 
noon the stomach was again being washed out when the patient vomited, made an 
inspiration and, in spite of tracheotomy, died in threequarters of an hour. 

The autopsy excluded death by suffocation: both large and small intestine were 
enormously distended. The plica duodenojejunalis had become a tense cord and so 
had narrowed the lumen of the duodenum. The stomach, which owing to the lavage 
was not greatly distended, contained some gruel; the mucosa was smooth but at one 
place marked with spotty injection. The author attributes the patient’s death to 
cardiac weakness and rapid pulmonary cedema. In the treatment of such cases he 
recommends frequent gastric lavage, nourishing clysters, salt solution by infusion 
and enemas and observation of the heart’s action. 


The Use of Sterile Oil to prevent Intraperitoneal Adhesions. 

J. B. Buaxe (Surgery, Gynaecology and Obstetrics, June, 1908) has performed 
experiments with the object of finding out: (1) whether oil introduced into the 
abdominal cavity causes damage to the peritoneum, (2) and whether the presence of 
the oil prevents the formation of adhesions. Cats were selected for the experiments 
on the ground that in these animals the peritoneum is similar to that of man. Larger 
quantities of oil were used, and more severe injuries were inflicted than are likely to 
be necessary in operations on the human abdomen. It was assumed that oil probably 
remains in the peritoneal cavity for a considerable time and that, though it presumably 
collects in the pelvis, it will leave a thin coating over the peritoneum. Four experi- 
ments on cats proved that sterile cil, when introduced into the peritoneal cavity, is 
not a source of danger. In the second series of experiments, owing to the difficulty 
of limiting the action of sepsis, trauma was employed to cause the formation of 
adhesions. Twelve cats were used. The abdomen was opened above the umbilicus 
and the visceral and parietal peritoneum scraped till oozing of blood occurred, and in 
one half of the cases sterile oil was poured into the abdomen. With one exception, 
all the cats lived and seemed as well as before the operation. One died in three days 
of general peritonitis; in this case there were no adhesions. The findings in the 
autopsies on these cats were inconclusive : adhesions do not always form after scraping 
and the use of sterile oil does not always prevent them forming. The observations 
on human patients are also inconclusive, but Blake sums up in favour of the use of 
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sterilised oil, on the ground that, if sterile, it is quite inoffensive, that it remains in 
the peritoneal cavity for from five to fifteen days, and that it tends to prevent 
adhesions of denuded or inflamed peritoneal surfaces. He suggests the use of from 
one to four drachms. 

Mires H. 


Early Sitting Up and Rising, after Laparotomy. 
An editorial in the Lancet (1908, vol. i, p. 1225) gives an interesting summary of 
the change from the prolonged rest in bed for four weeks after laparotomy insisted 
on by Lusk and others, and the practice of getting the patients up at a much earlier 
period, in which in America, Ries of Chicago and Boldt of New York were the 
pioneers. This practice has recently been advocated by Chandler, who was led to 
adopt it by the satisfactory recovery of a man upon whom he operated in the country 
under most unfavourable circumstances, though on the day after the operation, 
Chandler found the patient standing at the window shaving himself, and he refused 
to go to bed and went about as if nothing had happened. Chandler’s routine now is : 
He applies a single broad band of zinc oxide plaster, reaching from the umbilicus to 
the pubes, after closing the abdominal wound. All the patients recover from the 
ether, and are kept for 12 hours, in a sitting posture by a bed rest, they may then lie 
down and assume any position that is comfortable. After resting they are encouraged 
to sit up with the bedrest. On the third or fourth day they are sitting on a chair; 
some walk on the fourth day, all on the fifth. They usually leave the hospital, well 
and strong, from the tenth to the fourteenth day. Chandler’s own experience includes 
200 cases, that of other American surgeons over 800. The results have been most 
gratifying. 


The Drainage of Pelvic Abscesses. 
A. MacLaren (Surgery, Gynecology and Obstetrics, June, 1908) in a paper advo- 
cating rectal drainage of pelvic abscess in men, gives his experience in 210 cases of 
pelvic abscess treated by vaginal drainage. Twenty were due to appendicitis and the 
appendix was safely removed at a later operation. Of the others, which were due to 
ovarian and tubal disease, not more than 20 per cent. required a second vaginal 
incision. In a very few cases only was it found necessary at a later date to remove 
the appendages by the abdominal route. At least 5 per cent. were so perfectly cured 
that successful pregnancy ensued. 
Mites H. 


The Present Position of Abdominal Hysterectomy for Fibroids in 
London. 

J. Buanv-Surtron (Brit. Med. Journ., 1908, vol. ii, p. 8) during 1906 and 1907 
performed abdominal hysterectomy for fibroids in 101 cases without a death. He 
writes: “It is surely a triumph of surgical art to improve an operation which, in 
1895, was attended with such a high mortality that few surgeons performed it, and 
then only in highly favourable, uncomplicated and carefully selected cases; yet in 
1906 the mortality of this operation in some hospitals in London has fallen to less 
than 2 per cent. This is the history of abdominal hysterectomy for fibroids in 
Lendon.” 

Total and subtotal hysterectomy. He attributes this improvement to the adoption 
of Baer’s method of supravaginal or subtotal hysterectomy, the great advantages of 
which are its simplicity and safety. Some surgeons, however, prefer the total opera- 
tion, mainly on the ground that the cervical stump left after subtotal hysterectomy 
is liable to become attacked by cancer. Such cases he divides into four groups : 
(1) The disease was present in the cervix and overlooked at the primary operation. 
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(2) Cancer attacked the stump subsequent to subtotal hysterectomy. (3) The supposed 
fibroid was a sarcoma. (4) The suspected growth in the cervix is a granuloma. 

Cancer of the body of the uterus and fibroids. The presence of a submucous 
fibroid favours the development of cancer in the corporeal endometrium, and this 
complication is found most frequently between the fiftieth and sixtieth years of 
life. 

Sarcoma. The most insidious danger which besets the surgeon in dealing with 
fibroids of the uterus is the occurrence of an encapsuled sarcoma in the guise of an 
innocent fibroid. Sarcoma of the uterus, however, seldom occurs as an encapsuled 
tumour. Sarcomatous degeneration of a fibroid is also rare; it has occurred once in 
a thousand cases. 

The fate of belated ovaries. In a woman, under forty, a belated ovary remains 
active and discharges ova: after this age it atrophies, and menopause symptoms 
usually ensue after the operation. The retention of an ovary minimizes the meno- 
pause disturbances, and they are never so acute and prominent under these conditions 
as they are when the menopause is induced by the sudden and complete removal of 
al! ovarian tissue. 

Uterine fibroids in relation to pregnancy. Although fibroids and sterility are 
usually associated, many women with fibroids conceive. Red degeneration then not 
infrequently occurs in the fibroid and causes pain and tenderness. The majority of 
obstetricians in London keep such cases under observation until the foetus is viable. 
In many cases the child is born without difficulty. In others, operative interference 
—Cesarean section, with removal of the uterus and fibroid, either by the subtotal or 
the total method—is needed. Bland-Sutton considers that those who practice mid- 
wifery should record the cases in which the patients with this complication come to 
grief whilst waiting for the foetus to become viable. There is no condition of the 
uterus which simplifies hysterectomy so much as pregnancy. The pregnant uterus 
exhibits marked tolerance to abdominal myomectomy. Fibroids frequently destroy 
pregnant women from sepsis. 

Thrombosis and embolism. Thrombosis of the iliac, femoral, and saphena veins 
was formerly fairly common after hysterectomy for fibroids, but has almost disap- 
peared since the general adoption of sterilized rubber gloves. It is due to sepsis. 

Pulmonary embolism occurs more frequently after hysterectomy for fibroids than 
after any other operation. Bland-Sutton believes it to be due to increased coagula- 
bility of the blood due to long-continued and irregular hemorrhage and recommends 
as a prophylactic the administration of 20 grains of sodium citrate twice aday. Bland- 
Sutton concludes that “to-day no major operation can show so small a mortality 

. nor produce such permanent good effects. Surgery can now enable a wife 
suffering from ‘an issue of blood,’ and spending half her life as a chronic invalid, to 
become a companion to her husband; or a spinster afflicted with a bleeding fibroid, 
and living in humble circumstances, to earn her own living and cease to be a domestic 
incubus . . . . Hysterectomy for fibroids occupies in London to-day an established 
position in surgery from which no misrepresentation can raze it.” 

Frank E. Tayror. 


Hysterectomy for Fibroid Tumour under Spinal Anzsthesia. 


W. Forpyce (Zancet, 1908, vol. i, p. 1554) recently reported to the Edinburgh 
Obstetrical Society the case of a woman aged 43, suffering from severe floodings and 
great pelvic pain, due to a uterine fibroid. At her own urgent wish operation was 
decided upon, but as she had heart disease it was performed under spinal anesthesia 
with tropa-cocaine, one-third of a grain of morphia being given her an hour before 
the operation. Thrice during the proceeding she had sickness and retching, evidently 
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due to traction on the tumour. The operation lasted 43 minutes, and only during the 
last superficial sutures was she conscious of any pain. She made an uninterrupted 
recovery without headache, after sickness or cardiac depression. 


Fibroma of Anterior Abdominal Wall. 

Witmer Krvusen (Amer. Jour. Obst., vol. lvii, 1908, p. 669). A quartipara, aged 
29, had noticed a lump on the left side of her abdomen which caused her considerable 
discomfort when standing up or walking. It was an oblong mass about four inches 
long and three inches wide and, on operation, was found to be attached to the 
posterior layer of the sheath of the rectus muscle. It was hard, smooth, encapsulated, 
and white on section. Microscopically, it was composed of connective tissue cells, 
elcngated and spindle shaped. 

Tumours of this kind, to which the term desmoid is sometimes applied, are 
usually in the posterior layer of the sheath of the rectus, and occur most frequently 
in women who have been pregnant. It is possible that they owe their origin to 
ruptures of the muscle occurring during labour. The true desmoid tumour, although 
microscopically it may appear to be malignant, does not infiltrate or give rise to 
metastases, but it may recur locally unless it is removed entirely. 

C. NEPEAN LONGRIDGE. 


The Clinical Aspects of Adenomyoma Uteri. 


Grinpaum (Miienchener m. Wehnschr., 1908, No. 21, S. 1156) discusses the 
clinical aspects of adenomyoma uteri on the basis of 16 cases carefully observed in 
Landau’s Frauenklinik in Berlin. The age of the patients varied from 32 to 51 years, 
and 6 of the 16 had borne children; in half the cases inflammatory lesions of the 
adnexa and pelvic peritonitis were associated with the adenomyoma and, in some, the 
adnexa were very intimately adherent to loops of intestine and to the omentum. In 
4 cases multiple fibroids were present in the uterus, and in one case the uterus had 
undergone tuberculous and carcinomatous changes. A cure was affected in all of 
the cases by operation, without a single death; by vaginal hysterectomy in 8, by 
supravaginal amputation in 2, by radical abdominal operation in 5, and once by 
enucleation. 

An exact diagnosis was never obtained before operation. The condition was taken 
to be one of multiple fibroids, or of myoma with adnexal inflammation, or adnexal 
tumours were detected and smaller adenomyomatous growths were overlooked. 

His researches lead Griinbaum to conclude, in complete agreement with Landau, 
Polano and others that :— 

(1) Adenomyoma presents no specific syndrome, but its clinical aspect closely re- 
sembles that of myoma. It is only in the most exceptional cases that a diagnosis of 
adenomyoma can be made before operation. 

(2) Adenomyoma is accompanied by pelvic peritonitis and adnexal lesions more 
frequently than is myoma. 

(3) Serious degenerative processes such as suppuration, putrefaction or gangrene, do 
not affect adenomyoma as they do myoma, but adenomyoma may undergo carcino- 
matous, tuberculous or sarcomatous changes. 


Wertheim’s Radical Operation for Uterine Cancer. 


A. H. N. Lewers (Zancet, 1908, vol. ii, p. 109) during a recent visit to Prof. 
Wertheim’s Clinic in Vienna saw three cases of cancer of the cervix submitted to 
radical abdominal hysterectomy—one early, requiring the microscope to confirm the 
diagnosis; one very advanced, the uterus being fixed, with a large malignant chasm 
in the situation of the cervix, extending down the posterior vaginal wall, the bladder 
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and rectum also being involved; the remaining case was in an intermediate stage, 
though too advanced for vaginal hysterectomy. In all three cases the operation was 
performed successfully. Preliminary curetting and cauterising was performed without 
any anesthetic and the patients were then removed to another operating theatre for 
laparotomy. In the simpler cases a general anesthetic (Billroth’s mixture) was used 
during the whole operation, but in the more prolonged operations spinal anzsthesia 
was used for the first half hour and then a general anesthetic was employed. The 
rapidity of operation was very noticeable, and the bleeding was very slight. Wer- 
theim has now performed this operation 500 times, with a mortality of 40 per cent. 
in his first 30 cases, and one of 7 per cent. in his last 30. Of those who have recovered 
60 per cent. have remained free from recurrence after five years. The results, 
Lewers considers “cannot fail to encourage those of us here who are already perform- 
ing the operation, and must surely induce those gynecologists who have not yet 
performed it to recognise it as having taken its place among standard gynecological! 
operations.” 


Frank E. Taytor. 


Cervical cancer and its surgical cure. 

J. L. Faurs, Paris (Zentralb. f. Gyn., 1908, No. 24, p. 814), says that whereas 
formerly cancer of the neck of the womb was considered almost as inoperable, now, 
thanks to Wertheim’s methods, favourable results are almost the rule, especially when 
' the cases come soon enough to operation. Faure himself adopts Wertheim’s method 
of operating, with a few modifications consisting chiefly in not following up the 
extirpation of the glands and in not removing the connective tissue to the same 
radical extent. The most important points in his opinion are the preparation of the 
ureters, and the removal of the parametria and upper part of the vagina. Of 
18 cases so treated 12 recovered from the operation and 7 still survive without re- 
currence for periods varying from 16 to 51 months. 


Palliative surgical treatment of cervical cancer. 

F. Jaye, Paris (Zentralb. f. Gyn., 1908, No. 24, S. 818), considers that palliative 
surgical interference is indicated in inoperable cancer of the neck of the uterus in 
order to diminish the blood supply, prevent the loss of blood and prolong the patient’s 
life. Moreover, as the evolution of the disease is much slower in women who have ~ 
passed the menopause, castration also is to be recommended. Ligature of the 
internal iliac arteries has the effect of lessening the quantity of blood that passes 
through the uterus, and is an easier operation than that of the uterine arteries as 
recommended by some authors. In fungous carcinoma he advises the free use of the 
curette and actual cautery. 


Carcinoma of the Uterus and Pregnancy. 

ALFRED LEHMANN, I.D., Halle, 1908 (Miinchener m. Wcehnschr., 1908, No. 14, 
S. 761) discusses the complication of uterine cancer with pregnancy, and gives a 
series of personal observations. The abdominal operation is the best way of treating 
such cases, as when the child is viable, it affords the best prospect for the life of the 
child, as well as for the permanent cure of the mother, by the most extensive extirpa- 
tion of the carcinoma and the neighbouring tissues. The fact that carcinoma of the 
uterus frequently occurs after repeated pregnancies in quick succession, receives 
additional proof from the cases described. The age of the patients mentioned is 
comparatively young, between 28 and 38. The diagnosis seldom offers any difficulty, 
for the patients mistaking the hemorrhages for irregular menstruation, 
especially during the early months of pregnancy, unfortunately in many cases do not 
seek medical advice until the cancer is in a more or less advanced stage. 
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Adeno-fibro-myxo-chondro-sarcoma of the Cervix Uteri (Tumeur 
en Grappe). 

Puecu and Massasuau (Annales de Gyn. et d’Obs., May 1908) report a nullipara 
aged 59, in whom menstruation, established at the age of 11, had been regular, 
scanty, and, sometimes, painful till the menopause at 42, four years afterwards, 
while at stool, expelled from her vagina “a morsel of flesh” with abundant hemor- 
rhage. Ever since at irregular intervals she had had small losses of blood, and 
increasing leucorrhea with fragments of tumour. She had no actual pain, but feelings 
of discomfort and heaviness in the pelvis. A red tumour appeared on straining at 
stool. A grape-like lobulated mass, bleeding easily and attached by a fine pedicle 
inside the cervical canal apparently formed of myxomatous tissue, was removed by 
section of the pedicle with the thermocautery. After five years apparent cure, the 
hemorrhage returned and the tumour recurred as a vegetating mass like, but larger 
than, the primary growth. Hysterectomy was declined. 

The first tumour consisted of a massive basal portion nodulated on the surface 
with rounded translucid prominence the size of filberts apparently containing fluid. 
One when opened showed a sort of capsule containing a viscous gelatinous matter. 
The free part of the ttmour consisted of pedicled nodosities of various size, like a 
bunch of grapes. On section, the tissues were hard, dense and of a reddish yellow 
colour; large stripes had undergone complete gelatinous degeneration, and small 
transparent cystic formation. The connective tissue was divided like the rays of a 
fan into a cauliflower-like growth extending into a spherical cavity filled with 
gelatinous fluid. This disposition became less marked as the sections included 
nodosities larger in size and with more definite pedicles. It could then be seen that 
each of these nodosities was formed of a growth consisting of a pedicle and of a 
pullulating mass developed within a cavity with thin walls forming a capsule. 


Grapelike Sarcoma of the Genital Mucosa in Childhood. 

GRAFENBERG, Kiel (Hegar’s Beitrdge, Band xii, Ht. 2) gives a detailed report of 
a case of an otherwise healthy girl 25 months old from whom, after she had 
been suffering for four weeks only from a slight discharge of blood from her vagina, 
an extensively diffused sarcoma of the vagina and uterus was removed by radical 
operation through the abdominal walls. The child expired on the second day after 
the operation during a severe fit of whooping cough. 


Vesicular Moles and Chorionepithelioma. 

Pazzi (Annali di Ostetricia, March 1908) sums up our present knowledge of 
vesicular moles and chorionepithelioma in the following conclusions : 

(1 and 6) Vesicular mole and chorionepithelioma are not pathologically identical, 
but the clinical and histological features they have in common, betray a relationship 
between them. 

(2) In the vesicular mole we find a rarefaction of the basic tissue of the villus, 
granular degeneration of the connective fibres, with or without oedema, and the pre- 
sence of mucin; there may or may not be hyperplasia of the investing layers. 

(3) In chorionepithelioma there is, histologically, a proliferation of the chorionic 
epithelium and a malignant invasion of the blood stream; there may be secondary 
vesicular degeneration. 

(4) Chorionepithelioma in almost half the cases known has been associated with 
vesicular mole and may completely take its place. 

(5) Under certain conditions of environment (auto-intoxications of pregnancy) 
either growth may originate in the migration of active, chorionic, epithelial cells. 

(7) The scholastic distinction between living and dead mole (Pestalozza) remains 
valid. 
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(8) As the origin of the investing layers of the chorionic villus is still under 
discussion, the term chorionepithelioma, though now generally employed, may yet be 
discarded. 

(9) Vesicular mole and chorionepithelioma are genetically distinct from the pseudo- 
morphous growths occurring independent of pregnancy, and even in teratomata in 
either sex. 

(10) Ovarian lesions stand in no causal relation to vesicular mole or chorion- 
epithelioma, but the frequency of their association is strong evidence of functional 
relations between the ovaries and the uterus. 

(11) That chorionepithelioma is parasitic in its nature has not been proved. 

(12) Our knowledge of the clinical course, prognosis and therapeutic indications of 
the vesicular mole and of chorionepithelioma, are not affected by any new ideas as 
to their pathogenesis. J.H.F. 


The Production of Deciduomata. 


Leo Loc (Jour. Amer. Med. Ass., vol. 1, 1908, p. 1897) has found that if an 
incision be made into the uterus of a guinea pig at certain early stages of pregnancy, 
nodules will be formed having the structure of the decidua of that animal. The 
operative procedure consisted merely in making transverse and longitudinal cuts in 
the uterus of the ansthetised animal. The depth of these incisions is not mentioned. 
The nodules described originate through a proliferation of the interglandular connec- 
tive tissue of the mucosa forming a mass of myxoid tissue underneath the epithelium 
of the mucosa. These masses reach their full size ten to eleven days after the 
incisions have been made. At this period the cells composing the masses have the 
characteristic appearances of decidual cells and exhibit many mitotic figures. About 
the thirteenth day necrotic changes begin to take place and the growth gradually 
shrinks. It is stated that these decidual masses are most likely to develop if the 
incisions be made between the fourth and the eighth day after copulation; after the 
tenth day, the masses do not develop. 

Further experiments established the fact that the presence of the ovaries is respon- 
sible for the peculiar predisposition of the uterus at certain periods which enables it 
to form deciduomata under the influence of certain indifferent stimuli, and that an 
internal secretion of the ovaries is responsible for the above mentioned predisposition 
of the uterus to form deciduomata. 

The process leading to the formation of deciduomata differs in essential points 
from the connective tissue proliferation in ordinary wound healing. The production 
of new cells of mitotic division is very much more extensive in the development of 
the deciduomata. For some time the proliferative energy closely resembles the growth 
of a malignant sarcoma. Instead of forming mainly connective tissue fibrils, the new 
cells enlarge and assume the appearance of decidual cells. Scar tissue is not produced. 
Instead of growing into the wounds and filling the defects, the cells grow upward 
between the glands of the uterine mucosa and raise its epithelial covering. Later on, 
at a certain stage of its development, the whole new formation becomes necrotic. The 
fact that this peculiar development of the connective tissue is limited to the uterus 
and does not take place in the other tissues incised in making the experiments, is 
noteworthy. 

This paper should be of great interest to those engaged on the problem of cancer, 
since it offers some additional evidence on the probability that there is some predis- 
posing, preparing substance of a chemical nature, which is at work in the production 
of certain tumours. 


C. Nepean LONGRIDGE. 
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Myxosarcoma of the Round Ligament. 

WILMER Kroren (Amer. Jour. Obst., vol. lvii, 1908, p. 666). A tumour, measur- 
ing 9 by 5 cm., was removed from the right inguinal canal of a woman aged 36. It 
was 2 firm solid growth enclosed in a definite capsule and, on section, presented a 
white smooth surface resembling the cut surface of cheese. Microscopically the char- 
acteristic features were areas of abundant spindle-shaped cells, nearly all of one type. 
The blood-vessels were thin walled. Areas of stellate connective tissue cells lying 
within a matrix of myxomatous material were also noted. A diagnosis of myxosar- 
coma was based upon these findings. The symptoms of such growths would depend 
upon the size of the tumour, being absent in the smaller growths. At the menstrual 
epochs the tumours may swell and become tender, but not so markedly as cases of 
ovarian hernia. They should always be removed since all neoplasms of the round 
ligament may assume a malignant aspect. 

C. Nepean LoncRIDGE. 
Multiple Myxosarcomata. 

CossmaNnN, Duisberg (Miinchener m. Wehnschr., 1908, No. 24, S. 1808), exhibited 
to a recent congress at Diisseldorf 8 large tumours, one of which weighed 7,500 gm., 
while the others were as large as a child’s head. They had all been removed from 
the peritoneal cavity of a woman of 38, who in addition to them had had tumours on 
both sides of her spine, in her abdominal walls, her mammary glands, her neck and 
both extremities. Cossmann had removed a great number of the tumours by opera- 
tions. The first so removed had to the naked eye and microscopically the appearance 
of a simple lipoma, but the growths removed later were described by the Bonn 
Pathological Institute: the earlier ones as myxomata and later as myxosarcomata. 
Even after the pathological- anatomy had justified the diagnosis of myxosarcoma, the 
condition of the patient remained satisfactory and there were no clinical symptoms 
of malignant disease. It was only when the internal tumours enlarged enormously 
that a rapid loss of strength set in and at the same time she became extremely 
jaundiced. Two days before her death there were symptosm of ileus; to relieve the 
distressing vomiting free lavage of the stomach was undertaken, directly after which 
she collapsed and expired. 

At the autopsy only the peritoneal cavity was opened and it was found that none 
of the internal abdominal organs had suffered any myxosarcomatous change. There 
were no tumours of the bowel or omentum, nor any of the liver, spleen, kidneys or 
uterus, nor was there any swelling of the glands. There was no obduction of the 
thorax, but Cossmann described a myxoma which had developed from the endo- 
cardium. The symmetrical location of the tumours suggested that the nervous system 
was concerned in their pathogenesis. 


Cardiac Metastases of Malignant Growths. 

B. Brumensouwn, I.D., Basle (Zentralb. f. Gyn., 1908, No. 18, 8. 607), among 
other cases, relates instances of metastases of carcinoma of the uterus and carcinoma 
of the vulva. (1) A woman, aged 48, with uterine carcinoma which had extended to 
the vagina, bladder and pelvic connective tissue, was found to have metastases in the 
inguinal, pelvic, bronchial and retroperitoneal glands; in the pleura, lungs, bronchi 
and the right external oblique muscle; in the right pericardium, and a nodule the 
size of a pin’s head in the left ventricle of the heart. (2) A woman, aged 42, with 
flat-celled epithelioma of the uterus, had metastases in a large number of lymphatic 
glands and in the pleura, peritoneum, lungs, heart, kidneys, bladder and vagina. 
There were cancerous thromboses in the jugular and left renal veins and in the 
inferior vena cava, and there was a white nodule the size of a bean on the inner 
surface of the right ventricle. (3) In a woman of 36 with carcinoma uteri, there 
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were metastases in the endocardium of the right ventricle, in the pelvic connective 
tissue and parametrium, in the retroperitoneal and retropharyngeal glands; there 
was also carcinomatous pleuritis and peritonitis and cancer in the thoracic duct, the 
lungs, liver, vena cava inferior and vena innominata, and stenosis of the rectum from 
surrounding growth. In the heart : besides a yellowish-white, irregular nodule, nearly 
as large as a bean, in the middle of the wall of the right ventricle, there was a bright 
yellow nodule, the size of a pin’s head, on the internal surface of the wall. (4) Ina 
woman of 76, with epithelioma of the uterus, there was metastases in the pelvic 
connective tissue, retroperitoneal glands, heart and lungs. In the heart: on the 
anterior border of the right auricular appendix, there was a nodulated tumour the 
size of a pea, yellowish to greyish-white on the surface, milky-white internally, which 
projected between the trabecule and on pressure yielded a milky fluid. (5) In a 
woman of 39 with carcinoma of the uterus and vagina, recurrent after operation, 
there were metastases in the pelvic connective tissue, in both ovaries, in the heart, 
lungs and liver, in the iliac glands, tibia, knee-joint and skin. In the heart: 2cm. 
below the pulmonary valve there was a yellow, slightly prominent, nodulated mass, 
which extended diffusely several millimetres into the musculosa; an epithelioma with 
polymorphous cells and numerous cancerous pearls. (6) In a woman of 48 with cancer 
of the portio there were metastases in the vagina, uterus, peritoneum, tubes and 
ovaries, in the lungs, thoracic duct, aortic and bronchial glands, and in the pleura, 
pericardium and spinal column. In her heart: on the surface at the apex of the 
left ventricle there was a thickening of the epicardium as large as a sou, and higher 
up some white nodules as large as millet seeds. 

A woman of 68, with carcinoma of the vulva extending into the inguinal region, 
there were metastases in the capsule of the liver, in the pleura and stomach, and a 
thrombus of the right ventricle. In her heart: in the right apex on the posterior 
wall, there was a yellow, hard, crumbling mass on and between the trabecule; in the 
left side upon the posterior papillary muscle, there were two greyish-yellow flakes, as 
large as lentils, one of which extended several centimetres into the muscle. The 
myometrium was beset with numerous small grey spots. On the external surface 
behind upon the main descending branch of the left coronary artery, there was a 
pea-sized nodule with several similar but smaller ones near it and others on the 
anterior surface also. 


Cystoid Lymphangioma of the Great Omentum. 


B. Rosentuat, Berlin (Zentralbl. f. Gyn., 1908, No. 22), reports: A girl of 
17 years of age was admitted into Landau’s Klinik for abortion in the third month, 
and was found to have a tumour in her left epigastrium as large as a man’s fist. 
Four weeks after clearing away the aborticn, the tumour was removed by abdominal 
section and she was well three weeks later. The tumour microscopically proved to be 
a cystoid lymphangiofibroma (lymphangioma cystoides Wegner) which had apparently 
originated in the great omentum. 


On the so-called Psychoneurotic Omission Systems. 


M. Watruarp, Bern (Zentralbl. f. Gyn., 1908, No. 17), has had 64 women under 
his care, after radical operations for myomata, and has made careful observa- 
tions upon their psychoneurotic condition before and after the operation. His ex- 
perience leads him to conclude that the psychoneurotic symptoms which sometimes 
occur after the removal of a myomatous uterus have been improperly described as 
omission symptoms, implying that they are directly due to removal of the internal 
genitalia, and have been improperly advanced as serious disadvantages against the 
very beneficial method of dealing with the myomatous uterus by radical operation. 
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Preservation of the Ovaries in Hysterectomy. 

Revusen Pererson (Amer. Jour. Obst., vol. lvii, 1908, p. 633) concludes that at 
least ten per cent. of all women who are regularly menstruating at the time of 
operation, remain free from the troublesome symptoms of an artificial menopause after 
hysterectomy combined with removal of the ovaries. The symptoms of the artificial 
menopause are much less severe when the ovaries are retained after hysterectomy, but 
it is not necessarily true that, after hysterectomy with removal of the ovaries, the 
younger the woman the more will she suffer from the symptoms of the menopause. 
The greatest suffering appears to occur in women operated on between the ages of 
40 and 44. The frequency and severity of the artificial menopause is not influenced 
in any way by the kind of hysterectomy performed. C. Nepean LonGRIDGE. 


Recurrence of a Pseudomucinous Ovarian Cyst. 

PFANNENSTIEL (Gyndkologische Rundschau, 1908, Ht. 12) has drawn attention to 
the fact that in this form of tumour a true metastasis never cccurs, and that those 
so described have been mesenteric cysts or cases of pseudomyxoma peritonei. A cyst 
of the right ovary was removed from a girl aged 19 years. Two and a half years 
later she came under observation with what appeared to be an ovarian cyst on the 
left side. Operation revealed a cyst attached to the sigmoid flexure. A portion of 
bowel was resected with the cyst and the patient recovered. There were a few 
enlarged mesenteric glands, but no other cysts anywhere in the abdomen. In shape, 
structure and microscopic characteristics the cyst resembled a pseudomucinous cyst, 
and comparison with the original tumour showed it to be in all respects identical. It 
would seem improbable that this cyst was an implantation growth, but it may have 
occurred as a result of adhesions of the bowel to the original tumour, small portions 
of the cyst wall having remained adherent to the bowel on the separation of the 
adhesions. 

E. Scorr CarMICHAEL. 


Hernia of the Fallopian Tube. 

Caut (Annali di Ostetricia, March, 1908) reports a case which is interesting from 
the point of view of its symptomatology. The patient’s sufferings began with lumbar 
pain and a vague sense of strain in the right inguinal and crural region. She also 
noted that, at the base of her right thigh, there was a swelling, indistinct in outline, 
and subject to variation in size. The symptoms were accentuated during menstrua- 
tion, which became irregular and very painful, with a scanty flow of blood but 
marked increase of mucus and false membranes. This menstrual disturbance was 
followed by symptoms of nervous derangement in the form of severe hysteric attacks. 
When the patient came to hospital, objective examination showed great rigidity of 
the abdominal recti, and an ill-defined swelling in the lower right inguino-crural 
region. The swelling was irreducible and did not increase either in volume or .in 
tension on coughing. Palpation elicited extreme tenderness at the middle point of the 
base of Scarpa’s triangle, and round this point over an area about the size of a crown. 
The uterus was found to be slightly anti-flexed and very markedly displaced to the 
right with depression of the right fornix. An attempt to push the uterus towards the 
middle line caused the patient severe pain radiating from the front to the right 
inguino-crural region. The diagnosis made was hernia of the ovary or of the right 
Fallcpian tube, rather than of adhesions between the sac and the uterine appendages, 
because: (1) On bimanual palpation the tube could not be felt in its usual place. 
(2) Uterine deviation was towards the side of the hernia. (3) During menstruation 
there was increased swelling of the sac associated with dysmenorrhea. This condi- 
tion could be due to an abnormal position of the tube leading to obstructed outflow 
of menstrual fluid and hence to congestion of the tube. An operation for reduction 
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of the hernia was performed and the sac was found to be tense and full of clear 
serous fluid. When the opening was enlarged the Fallopian tube was seen folded on 
itself with its serous membrane next the wall of the sac. On following the canal of the 
hernia towards the abdomen with the index finger the right uterine horn was felt 
leaning against the abdominal opening of the hernia. The Fallopian tube was swollen 
and cedematous. After operation, the right lateroversion of the uterus was sensibly 
diminished and the patient’s symptoms were greatly improved. Menstruation became 
almost normal in character and duration and was rarely accompanied by pain. The 
rervous attacks diminished in frequency and severity. This hernia was an acquired 
one and the two factors which gave rise to it were :—(l) a relaxed state of the 
abdominal muscles and of the ligaments supporting the tube, due to the patient’s 
previous pregnancies. (2) An increase in internal pressure caused by expulsive efforts 
made in her last labour which had been somewhat abnormal. The right lateroversion 
of the uterus must be considered effect rather than cause of the hernia since it was 
diminished after operative interference. The opinion that hernia of the uterine appen- 
dages may cause lateral deviation of the uterus has been held by recent as well as 
by classical authorities. 
J. H. F. 


Bone Formation in the Tube. 


Micuavup, Berne (Hegar’s Beitrdge, Band xii, Ht. 2) found during the examination 
of the adnexa removed by operation from a maiden aged 21, that the epithelium 
of the tube was not present except upon a very short portion. In the centre 
of the organ there were necroses surrounded by a capsule of richly nucleated 
connective-tissue with insets of calcareous granulations. Between the necroses and 
the capsule of connective-tissue there were plates exhibiting all the attributes of 
highly differentiated bone; typical bone-marrow in spots with rows of osteoblasts 
along osteoid ridges, the spaces being made up with granulation tissue. The condition 
was evidently one of extensive necrosis, quite possibly of a tuberculous nature, 
though no typical tubercles or bacilli were discovered. 


Retro-uterine Hzmatocele. 


De Rovvitte, Montpellier (Annales de Gyn. et d’Obstét., April 1908, pp. 222—227) 
reports an interesting case of retro-uterine hematocele due, not to an extra-uterine ~ 
pregnancy but to the rupture of a follicular cyst in a microcystic ovary exhibiting 
hemolymph-angiomatous lesions. The patient, 33 years of age, was admitted into 
hospital at 10a.m. on October 12th, 1907, 48 hours after a sudden attack of most 
violent hypogastric pain which caused collapse if not syncope. She was put to bed 
and the pain mitigated during the afternoon but returned in the same way and place 
in the middle of the night. Next day the pain had gone, but the abdomen was 
tender and De Rouville was called in. The cervix, close against the pubes, was hard, 
closed and immovable. The posterior cul-de-sac was depressed by a swelling of 
unequal consistence, soft, fluctuating and slightly tender. There was slight meteorism, 
the hypogastrium was somewhat tender but there was no pain, and he diagnosed a 
retro-uterine hematocele probably due to rupture of an extra-uterine pregnancy. 
No operation was indicated at that time, but 18 days later, as on three occasions, she 
had acute hypogastric suffering, with anxiety, a rapid pulse and enlargement of the 
tumefaction in the pouch of Douglas, De Rouville performed laparotomy. The uterus, 
elevated and pressed against the abdominal wall, was slightly enlarged but otherwise 
normal. Behind it, covered by the sigmoid flexure, the fringe of which adhered to 
the uterus, lay a blackish, depressible tumour. The adhesions were soft and easily 
detached before the hematocele was opened. The pouch of Douglas was emptied of 
the large clots with which it was filled and the uterus then took up its normal 
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position. The left ovary was moderately sclerocystic; the right, twice the normal 
size, was somewhat adherent, and a follicular hematic cyst, the size of an almond, 
projected from its surface, and, bursting while being set free, discharged, not pure 
blood, but a sanguinolent fluid. It was doubtless an hydropic follicular cyst into 
which, secondarily, hemorrhage had taken place. Close to this cyst there was a 
laceration in the ovarian tissue, filled and almost obliterated by a black clot. De 
Rouville removed the right ovary and the left tube of which the fringe was thickened 
and adherent, placed a drain in Douglas’s pouch and closed the abdominal wound. 
The patient made a perfect recovery. The left tube was absolutely sound ; there was 
no ovum in the clots nor any trace of decidua or chorion in the ovary. 

Section of the ovary disclosed an irregular deep cavity filled with blood, with 
infiltration of which its walls were much thickened. Beyond the infiltration there 
were numerous dilated vascular cavities filled with blood, with thin walls lying in a 
substratum of embryonal tissue and intersected by vessels of an arterial type likewise 
surrounded by embryonal tissue infiltrated with blood. Towards the surface of the 
ovary this telangiectatic tissue faded away into a thin layer of almost normal ovarian 
tissue; on the internal side the hemorrhagic infiltration had disarranged the ovarian 
tissue to a considerable depth, and was continued into what resembled hemolymph- 
angioma. A fundamental tissue of large cells, anastomosing by fine prolongations, 
lay disposed in small spaces between spacious irregular cavities, rounded or elongated, 
and lined by endothelial cells. These lymph spaces were intersected by numerous 
vessels with thick walls lined with embryonal cells, irregular in shape, and conjoined 
in many places into angiomatous groups. This structure was dispersed in varying 
intensity over all the section. In addition to the cicatrices of corpora lutea there 
were, here and there, cavities lined with proliferating epithelial cells and containing 
a little mucus, and many of these small cysts which had developed from ovarian 
follicles were the seat of hemorrhage. 

Under a high power, the wall of the irregular deep cavity was seen, burst out- 
wards by the effusion of pure blood; then a series of cavities filled with blood and 
separated by fine walls, and beyond these a hemorrhagic process affecting the lymph 
spaces and interstitial connective tissue. The hemorrhage had apparently originated 
in a follicular cyst surrounded by hemolymph-angiomatous tissue. 

Faure, and others, attribute all hematoceles to rupture or abortion of a tubal 
pregnancy, but every rule has its exceptions. De Rouville mentions a patient of 21 
who, after three attacks of pelvic peritonitis, due to tubo-ovarian lesions, developed 
a hematocele. Lemoine has collected 13 cases of hematocele due to uterine fibro- 
mata developing in the peritoneal cavity. Soulié has brought forward a case due to 
inflammatory salpingitis. Moreover, various ovarian lesions may cause intraperitoneal 
hemorrhage, such as ovarian pregnancy, of which, even in 1903, 19 incontestable 
cases had been recorded ; hematic follicular cysts, and hematic cysts of the corpora 
lutea. Cases similar to this one of De Rouville’s have been published by Gottschalk, 
by Marchand and by Cornil. 


Vaginal Extirpation of the Gravid Tube. 

A. Dturssen, Berlin (Deuts. m. Wehnschr., 1908, No. 25), considers that the 
justification of this operation depends upon the question whether the operator is 
master of the special technique or not, and has at his disposal skilled assistance in a 
properly managed hospital. If these preliminary conditions are satisfied, the ex- 
tirpation of a tube during the first three months of pregnancy by anterior colpoceelio- 
tomy may be advised if (1) the tubal pregnancy be intact; (2) in tubal pregnancy 
with free hemorrhage into the peritoneal cavity, provided that the condition of the 
patient still permits her sufficient preparation; (3) in tubal mole without or with 
peritubal hematoma. In older and larger hematoceles, simply opening them from 


i 
i 
| 
| 
4 
4 | 
Hi! 
| 
| 
a 
his 


Cornual Gestation 135 


the posterior vaginal vault or, when there is danger of secondary hemorrhage, ventral 
celiotomy with extirpation of the gravid tube and evacuation of the blood of the 
hematocele, is to be preferred. In 93 cases of vaginal extirpation of the gravid tube 
Dihrssen had two deaths, one of which, however, cannot be ascribed to the operation. 


Cornual Gestation: Traumatic Rupture at the fourth month; 
Abdominal Section : Recovery. 


Hetxier (Brit. Med. Journ., 1908, vol. i, p. 1285) related a case of a patient aged 
23, who had had one normal labour about 11 months previously. She received a 
violent blow on the right side on March 15th, 1908, and required catheterization the 
next day, and was admitted to the Leeds Infirmary ; abdominal section was performed 
and disclosed a four months’ fcetus in its amnion. The sac lay on the right side, 
attached to a uterus of normal sze by a thin fleshy pedicle 25 by O'5in. in 
dimensions. The Fallopian tube was attached to the distal side of the sac, the round 
ligament also, in front of and slightly below the tube. The sac did not communicate 
with the cavity of the left side of the uterus. The pedicle was ligatured and divided, 
and the ovarian artery secured separately; the patient made a good recovery 
(vide infra, p. 150). 


Angular Pregnancy. 


Monro Kerr (Lancet, 1908, vol. i, p. 1554) saw a patient, who had borne two 
children previously at full term, for what was supposed to be a miscarriage in her 
third pregnancy. The uterus was in the normal position, slightly enlarged, and close 
to it, near the left Fallopian tube, there was a small swelling. She thought she was 
six weeks pregnant, and the condition closely resembled an extra-uterine pregnancy. 
Two days later a cast was expelled from the uterus complete, except at one corner, 
and two days later still, the remainder of the cyst with the ovum followed. Angular 
pregnancy very closely resembles interstitial ectopic pregnancy, and cases have been 
recorded by Budin and others. 


Changes in the Pituitary Body during Pregnancy. 
Erpxem and Stummr (Miinchener m. Wchns., 1908, No. 22, S. 1202) in a com- 

muication to the recent Congress of the German Surgical Society discussed certain 

thickenings of the soft parts about the nose, lips and hands of pregnant women, 

resembling a slight degree of acromegaly, as a pathogenetic foundation for which 

they accepted a hypertrophy of the pituitary body accompanied by stimulating secre- 

tion. They have in regard to this point examined the pituitary bodies in about 150 

cases, and found that even to the naked eye the changes in those bodies due to 

pregnancy are very striking. They consist in enlargement, chiefly transversely 

towards the cavernous sinuses, and a considerable increase in weight, even to twice and 

a half times the normal. The surface on section, normally a reddish grey, at the 

end of pregnancy appeared uniformly white, full of juice, and decidedly softer in 

consistence. All these changes are due to the presence of a considerable quantity of 

cells; they arise out of eosinophile cells. The altered cells exceed the eosinophile 

cells in number, in primigravide as a rule about the sixth month, in multiparous 

woman after as many weeks. At the end of pregnancy, the pregnancy cells lie in 

brcad independent alveoli; their influence appears in the mechanical injury they 

inflict on the groups of chromophiles about them. Stumme illustrated their origin 

by drawings. As to the pathogenesis of acromegaly Stumme supposes that a primary 

disturbance in the germinal glands leads to growth in the pituitary body which then 

on its part causes the acromegaly. 
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Some Causes of Peritonitis occurring during Pregnancy. 
A. Curr (Brit. Med. Journ., 1908, vol. ii, p. 17) records four cases of appendicitis, 
torsion of ovarian pedicle and red degeneration of uterine fibroids which were charac- 
terised by sudden onset during pregnancy of acute and alarming intra-abdominal 
mischief, involving in greater or less degree the peritoneum ; coeliotomy was performed 
in each case: there were no deaths, and in only one instance did abortion occur. 
Frank E. Taytor. 
Amaurosis in Pregnancy. 


Houzpacn, Tiibingen (Zentralb. f. Gyn., 1908, No. 21) alleges that in addition to 
the chronic optic neuritis that may be due to lues, tuberculosis, alcohol, nicotine, 
lead, diabetes or uremia, an acute form occurs of which the pregnancy must be 
accepted as the sole cause, for the process is arrested immediately the pregnancy is 
terminated. He reports a case of the kind affecting a decipara, aged 37, who came 
under observation during the 8th month of gestation with amaurosis, complete in the 
left, and beginning in the right eye. After the induction of premature labour the 
process was arrested. To avoid future conception, he performed tubal sterilization. 
In putting forward neuritis optica e graviditate as a new indication for the induction 
of abortion or premature labour, Holzbach admits that the adoption of any means of 


preventing conception should in each individual case depend on the circumstances of 
that case, 


The Indications for the Artificial Interruption of Pregnancy. 

Bruno Jerestaw, I.D., Freiburg (Miinchener m. Wochnschr., 1908, No. 24, 
8. 1303) gives as the conditions that have to be considered in regard to the inter- 
ruption of pregnancy: acute infectious diseases, morbus Basedowii, goitre, twins, 
hydramnios, ascites, diseases of the blood, those of the kidneys, eclampsia, nervous 
diseases, habitual death of the foetus, habitual gestation beyond term, hemorrhage 
from the genitalia, diseases of the foetus, a debilitated condition or hopeless illness 
of the mother, displacements of the uterus, tumours, contracted pelvis and, finally, 
social circumstances. In the author’s opinion the sacrifice of the foetus is justified by 
misery, by illness in the family, by tuberculosis, and especially by the father being 
from any cause incompetent to earn a living so that the mother has to undertake the 
maintenance of the household. He points out, moreover, that not only the evil 
material circumstances and diseases in the family of the pregnant woman but even 
her social position may compel the physician to ask himself whether, in an individual 
case, the interruption of the pregnancy is not justifiable. The question may arise in 
case of pregnancy in an unmarried woman: her health or even her life may be im- 
perilled by the pregnancy and after it by the shame and despair. The question is 
not yet ripe for discussion and in any case its legal aspects should first be considered. 
The position is a different one when the mental condition of the woman is so affected 
by her condition that the worst is to be feared for her health and, from the danger 
of suicide, for her life. The termination of the pregnancy is then of course indicated, 
but the physician must adequately protect himself. The doctor who, to the best of 
his knowledge and ability, believes the interruption of pregnancy to be indicated 
and interferes under that belief, no more commits a punishable action than a fireman 
in breaking a pane of glass in order to send a jet of water into a burning room, yet 
he should always advise a consultation with another medical man and the drawing up 
of a formal report. 


Induction of Labour and Morphine in Eclampsia. 
W. B. Mayne (Zancet, 1908, vol. ii, p. 94) reports the following case: A primi- 
gravida, aged 20, eight months pregnant, had three eclamptic fits. Half a grain of 
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morphine was injected hypodermically and two minims of castor oil were placed on 
the tongue and the patient was placed in a hot pack. Notwithstanding three further 
injections of a quarter of a grain of morphine at intervals during the day, fits rapidly 
recurred and the patient became comatose. Labour was then induced and version 
performed, a living child being born. There were no further fits and the coma 
rapidly disappeared. Frank E. Taytor. 

A. Scuénpecx, Brinn (Zentralh. f. Gyn., 1908, No. 23) records an interesting case 
in which the extraction of united twins (ischiopagus parasiticus) was effected with 
much difficulty even after perforation, eventration and dismemberment, but the con- 
vulsions ceased on delivery and the childbed was normal. 


On the Presence of the Toxin of Eclampsia in the Liquor Amnii. 

V. AuBEck and J. E. Lousz, Copenhagen (Zeits. f. Geb. u. Gyn., Bd. |xii, Ht. 1), 
have conducted a series of experiments on animals in order to find out if the liquor 
amnii of eclamptic patients contains the toxin of eclampsia. The liquor amnii of 
five patients was used: all were severe cases, with convulsions and coma, and all 
recovered. The liquor amnii was drawn off into a sterile glass vessel by passing a 
metal catheter through the cervix and puncturing the membranes high up. The 
animals used were guinea-pigs and cats, and at least 30c.cm. of the sterile liquor 
amnii was injected into the peritoneal cavity. After the injection the animals were 
carefully watched and their temperatures taken night and morning. For the first 
4 or 5 days they were depressed and refused food, but soon recovered their normal 
state. 

For proof of the action of the toxin, clinical signs were not taken into account, as 
these are notoriously variable and uncertain, but reliance was placed on the patho- 
logical changes found post mortem in the various organs, especially necrosis and 
fatty degeneration in the liver. Five guinea-pigs died spontaneously : one in 32 hours 
after the injection, with convulsions and coma; this was the only animal that showed 
these well-known symptoms. The remainder were killed 5 or 6 days after the 
injection: all showed the typical changes in the liver found in fatal cases of 
eclampsia. In one animal, unilateral nephrectomy was performed 2 days before 
the injection, to see if there was increased action of the toxin, owing to its deficient 
excretion, but no differences were observed. In some cases, the liquor amnii was 
filtered, before injection, through a Chamberland filter, and the filtered liquor had 
the same toxic action as the unfiltered, though in a slightly less degree: the small 
difference observed was probably accounted for by a degeneration of the toxin 
during the time taken by filtering, which was 5 hours, or perhaps the filter keeps 
the toxin partly back. 

The kidneys and other organs were also examined, and in some cases the kidneys 
showed cloudy swelling and fatty degeneration of the tubules, but the changes were 
much less pronounced than in the liver. 

A series of control experiments was made with the liquor amnii of healthy patients, 
and the liquor amnii in health was found to be without any vestige of toxic action 
in the animals used. A bacteriological examination of the heart’s blood and peri- 
toneal cavity was made in all the animals. In cats, the action of the toxin was very 
much less than in guinea-pigs. 

The experiments prove that the liquor amnii of eclamptic patients contain a toxin, 
which, when injected into guinea-pigs, produces in the organs of these animals all the 
typical pathological changes found in fatal cases of eclampsia. EarpiEy HOoLianp. 


The Treatment of Puerperal Eclampsia. 
Antonio Nutt (Annali di Ostetrica, March 1908) discusses the treatment of 
puerperal eclampsia on the basis of 100 serious cases observed in the Woman’s 
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Hospital at Florence in the years from 1894 to 1905. He attaches much importance 
to medical treatment, especially in mild cases, and considers it best to try first 
purgation, blood letting, hypodermic injections of morphia, and, above all, of veratrum 
viride, but should these means not bring about improvement, not to lose time, the 
more precious the graver the case, but to proceed at once to accelerate and terminate 
delivery. If the cervix has been taken up and the os is dilated the task is easy; if 
otherwise interference may still be indicated, but there. should be no violent 
manipulations about the cervix. 

Cesarean section has been proposed, and cannot be absolutely excluded, but should 
be restricted to cases in which: (1) the condition of the mother is serious and 
medical means, including veratrum viride, have failed to modify the frequency and 
severity of the fits or to improve the patient’s general condition or the state of her 
pulse ; (2) the state of the genital canal is such that obstetric assistance, by that way, 
if not fruitless, would be tedious, protracted and almost certainly dangerous. (3) The 
life of the infant must persist and not be in immediate danger. 

Robert Barnes and Mangiagalli both have acknowledged that they have often 
repented delaying obstetric interference too long but never employing it too soon. 
Nuti is convinced that in cases of eclampsia which, from their beginning, show 
considerable severity, one should never wait for the effects of medical treatment, but 
supplement that treatment at once by obstetric measures to empty the uterus rapidly 
and completely. J.H.F. 


Eclampsia and its Treatment, especially by Nitroglycerine. 

Justin M. McCarry (Brit. Med. Journ., 1908, vol. i, p. 1220), in a paper based 
on 18 cases of convulsions before, during, or after labour, discusses the etiology, 
pathology and treatment of eclampsia. Of these cases 15 were true eclampsia, and 
7 of these occurred in patients for whom medical attendance had not been previously 
arranged. The proportion of eclamptics among McCarthy’s own cases of pregnancy 
was 1:215°4, which is excessively high; their incidence most erratic, two occurring 
within 24 hours, and none at all in 21 of the 32 years over which the statistics extend. 
The age of the youngest patient was 19, of the oldest 40, and there were fewer 
patients between 26 and 33 than before or after that age. The proportion of cases 
in married women was about 1: 304, in single women 1:15; 5 of the patients were 
multipare, 10 primipare. The first convulsion occurred before labour in 4 cases, 
during labour in 5, and after labour in 6. The urine contained albumen in all cases 
examined. Five mothers died out of fifteen; of two cases in which nitroglycerine 
was given internally one was fatal, but of eight in which it was used hypodermically 
only one was fatal. Four of the fifteen children succumbed. From these cases the 
convulsions cannot be said to cease with the emptying of the uterus. In 6 cases they 
only began after delivery, in the other 9, 5 recovered but 4 died after the completion 
of labour. 

The value of nitroglycerine in lowering arterial tension was recognized in 1879, 
McCarthy first employed it in eclampsia in 1882. In 1898 Marx wrote in regard to 
the toxemia of pregnancy. “We have a large class of cases in which the continuous 
administration of from 0°01 to 0°003 of a grain of nitroglycerine . . . gives brilliant 
results.” 


Hydrate of Amyl in Eclampsia. 

HArue, Marasch (Muenchener m. Wchnschr., 1908, No, 21, S. 1184) has had five 
cases of eclampsia under his care recently, one was already in profound coma, another 
had complete amaurosis which afterwards disappeared. The urine of all contained 
much albumen, was almost coagulated in some. As J. P. Naab, who obtained such 
brilliant results from the administration of hydrate of amyl in cases of status epi- 
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lepticus, had suggested that the drug was worth trying in eclampsia, and as Kobert 
had shown that enormous doses (27 gm.) could be borne without permanent ill effects, 
and that its effect, as regards albumen and the heart’s action, is less detrimental 
than that of chloral hydrate, Harle, in each of the five cases, gave an intramuscular 
injection of from 3 to 4gm. in the gluteal region. Not one of the patients had a 
single fit after this injection; they very soon fell into quiet, healthful sleep. They 
were all delivered without any dangerous haste or serious interference, and their 
albuminuria disappeared not long after delivery. 

It is to be noticed that each of these patients received a little while after the 
gluteal injection, lcgr. of pilocarpin, hypodermically. Of this latter drug Harle 
writes with a confidence and satisfaction that few observers share. 


Vaginal Cesarean Section for Eclampsia—Bossi’s Dilator. 

E. Kreiscu, Coblentz (Miinchener m. Wchnschr., 1908, No. 22, S. 1183) reports 
an interesting case of severe eclampsia in a primipara aged 23. The first fit occurred 
about a fortnight before her expected term: she had five more before her relatives 
would let her be brought to the klinik, was unconscious and cyanotic (5 p.m.). During 
her transport, which took 45 minutes or so, she had two more fits, and in the warm 
bath on her admission, one so severe that her cleansing was interrupted and chloro- 
form given at once. The cervix was not taken up; the os closed; the child alive in 
the second head presentation. Her pulse was 98, her temperature 39°4; her urine 
solidified on boiling. Kreisch performed anterior vaginal hysterotomy aided by a 
para-vaginal incision, extracted the child by the foot, and expressed the placenta 
ten minutes later, the uterus contracting well. The child, a boy, cried loudly after a 
few swings. The mother had a few fits during the night, diminishing in duration 
and intensity, but she was unconscious for two days and a half, and her memory did 
not return for a similar period afterwards. Mother and child left the hospital well 
on the 18th day after the operation. 

Kreisch gives as his reason for preferring the vaginal to the classical operation, 
which would have been easier, the fact that the labour canal was quite unprepared, 
and the risk of lochia forming and accumulating in the uterus during childbed. Still 
he had no special difficulty in the operation, none at all with hemostasis, and the 
convalescence was easier than after abdominal section. 

Metreurysis was out of the question, as haste was imperative. Of Bossi’s dilator 
he writes with approval, though the first time he used it he had trouble—but even a 


series of successful cases would not have justified its use in a primipara with a cervix 
not in the least taken up. 


Decapsulation of the kidneys of eclampsia. 


E. Harm, Budweis (Zentralb. f. Gyn., 1908, No. 20, S. 666), reports the case of a 
tertipara, 30 years of age, who was admitted into hospital in the comatose stage of 
eclampsia, and soon afterwards gave birth spontaneously to a boy. As her condition 
did not improve, he decided about 6 hours after her delivery to perform bilateral 
decapsulation of the kidneys and did so, without any anesthetic, in 20 minutes. 
There was no increased tension in the kidneys, which were soft and flabby. The 
woman died three hours after the operation and examination revealed a bilateral 
nephritis parenchymatosa. 

The condition found most frequently after decapsulation for eclampsia has been 
renal congestion or glaukoma; the kidneys are enlarged, the capsule is tensely 
stretched and when it is divided the substance of the organ swells forth. The 
kidneys are in a condition of increased tension from congestion. In other cases, the 
kidneys are not enlarged, nor is the intracapsular tension increased, on the contrary 
they are of normal size and consistence, they are in fact in the condition recognized 
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as associated with toxic nephritis, and it is to this category the present case belongs. 

The beneficial effect of decapsulation is easily explained in both classes of cases : 
in the former by the relief of tension following the decapsulation; in the latter 
because by the decapsulation the inflammatory cedema is allowed to escape from the 
kidneys and the renal capillaries are thereby so relieved that the function of the 
organs is no longer so seriously interfered with. 

For recovery to be possible, the operation must be performed before there has 
been any extensive necrosis of the functionating renal epithelioma, that is to say at a 
time when that epithelium can still, for the most part, regain its normal condition. 
No obstetrician will be easily induced to perform the operation before labour has 
begun (Edebohls), or even while labour is going on (Krénig), but will rather try to 
empty the uterus in the first place. Our aim must however be to learn to distinguish 
the cases of eclampsia which are inherently malignant, that is to say, which will not 
be favourably affected by emptying the uterus and other auxiliary measures, so as 
to perform decapsulation, if necessary with nephrotomy, in these cases as soon and 
as rapidly as possible. 


Labour in a case of Bilateral Malformation of the Genitalia. 


A. Heuricu, Strasburg (Zentralb. #. Gyn., 1908, No. 20), reports: A tertipara, 
aged 24, with a uterus bicornis duplex, was delivered spontaneously of a child, by the 
breech. The placenta, however, had to be removed by the hand and then in addition 
the remains of a septum in the vagina, two separated uterine orifices and two separate 
uterine halves were discovered. The childbed was uninterrupted. Heurich considers 
that the plastic operation proposed by Strassman for such cases is dangerous on 
account of the risk of subsequent rupture of the uterus through the cicatrix. 


Pelvic enchondroma impeding delivery. 


S. Scuopria (I.D., Basle, Zentralb. f. Gyn., 1908, No. 18, S. 606) reports the 
following case : A woman, 33 years of age, in the eighth month of her fifth pregnancy, 
had for 10 months been aware of a thickening in her left hip bone, which had rapidly 
increased in size since her conception and for some time before her admission into the 
Basle Women’s Hospital had caused pains which soon becaine almost unbearable. Her 
left leg was much thinner than the right and she limped. Examination disclosed a hard, 
insensitive mass on the left iliac bone which swelled out behind to the size of a 
child’s head, and extended down into the small pelvis. The skin was unchanged. 
In the vagina, the right half of the pelvis and promontory could be palpated without 
difficulty, while the tumour was felt on the left side, reaching nearly to the middle 
of the pelvis; in front, it extended to the middle of the horizontal ramus of the pubis 
and behind, passed onto the sacrum. The uterus was thrust over to the right. 
During the next fortnight the tumour enlarged enormously and three weeks later 
still, after uterine contractions had been going on for some time, a living child was 
delivered by Cesarean section. The woman died from acute sepsis. 

At the autopsy the aperture of the small pelvis was found reduced to the shape 
of a half-moon. The tumour, on section, appeared for the most part transparent, 
whitish-grey in colour and tattered, and in some places gelatinous. From its capsule, 
septa extended into its interior, between which there were masses of cartilage. The 
septa were sparingly furnished with blood-vessels. The cartilage cells varied in 
shape, size, grouping and density; the protoplasm was cedematous, often very 
granular, the nuclei generally circular. No cells of a sarcomatous character could be 
found. The author has found in the recorded cases of pelvic enchondroma, 24 
tumours that did not impede delivery and 32 that did do so; no statements are made 
on this point in regard to 14 other cases. 
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Contracted Pelvis 


Moderate or Radical Conservative Treatment in cases of Labour 
in Contracted Pelves. 

O. v. Herrr, Basle (Miinchener m. Wehnschr., 1908, No. 22, S. 1176), quotes 
Baisch of Tiibingen as saying in his habilitation lecture: “The modern radical 
conservatism boastfully alleges that the adherents to moderate antiquated con- 
servatism have the fewest spontaneous deliveries, the highest maternal and infantile 
mortality and that their prophylactic operations (the induction of premature 
labour and version) do not assure the safety of either mother or child, but endanger 
both unnecessarily. Thousands of labours in contracted pelves have proved that one 
may save more mothers and more children by avoiding prophylactic measures, and 
even then be less frequently compelled to operative interference.” 

v. Herff points out that even in the best kliniks the mortality from puerperal 
fever is 7 times greater in cases of contracted pelvis than in normal cases. In private 
practice the mortality in the former from infection, traumata and hemorrhage, is at 
least 10 per cent., and that the modern radical conservatism involves the performance 
of operations (Cesarean section, division of the pelvis) which should only be done in 
hospital. Yet the old moderate conservative method, with the occasional aid of 
prophylactic measures, is considered so antiquated that the student may hear nothing 
about it, or form a totally wrong impression of its value, and consequently not know 
how to act when responsible in private practice. 

v. Herff claims that some years ago (Monats. f. Geb. u. Gyn., Bd. xxiii, Ht. 2) he 
advanced facts that proved that a moderate conservatism in the treatment of con- 
tracted pelves, with the aid of prophylactic measures, gave as good results as the 
most radical modern methods of Pinard. No notice was taken of this article, but on 
account of the importance of the subject to the practitioner, he brings it forward 
again, and comparing the statistics of Zweifel at Leipzig, and Déderlein at Tibingen 
with the radical modern method, with those of Bumm and himself at Basle, he shows 
that a moderate conservatism in the treatment of contracted pelvis with the aid of 
prophylactic measures can, in its final results, not only be quite as good but must in 
the long run, be better, than a radical conservatism with recourse to Cesarean section 
and division of the pelvis; moreover the former is, under any circumstances, more 
humane and less serious for the mother, a point that must be taken into account. . 


The Indications for Pubiotomy 

E. Bum, Berlin (Zentralb. f. Gyn., 1908, No. 19), replying to a charge of 
Peham’s that in Berlin pubiotomy is performed on pelves with conjugata vera of 
9 and 9'5cm., demonstrates from a recent case that circumstances may compel the 
division even of a normal pelvis if one declines to perforate a living child. He also 
retorts that Peham’s own Vienna statistics show, with pelves of the above measure- 
ments, 19 cases of perforation of the child, which in 4 of these cases was alive. Up 
to the time of writing Bumm had performed 52 pubiotomies with the needleand with 
only one death; for pelves with a C.V. of less than 7°5cm. he recommends Sellheim’s 
modification of Frank’s suprasymphysary Cesarean section. 


Permanent Enlargement of the Contracted Pelvis. 

G. Scuicxerz, Strasburg (Zentralbl. f. Gyn., 1908, No. 17), after an excellent 
review of all the methods that have been suggested to secure a permanent enlargement 
of the pelvis, describes a mode of hebeostomy, which he has already performed in one 
case with brilliant results, by sawing through the bone so as to form a series of steps. 
Complete bony union did not take place, a considerable gap remained between the 
ends of the divided bone which were united by connective tissue. This is, of course, 
what is to be wished, and caused the patient no inconvenience whatever. 
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Frank’s Suprasymphysary Delivery. 


P. Baumm, Breslau (Zentralb. f. Geb. u. Gyn., 1908, No. 14), strongly recommends 
Frank’s method of delivery, after having employed it in six cases. It is contra- 
indicated in seriously infected cases on account of the danger of its leading to 
phlegmonous inflammation of the pelvic connective-tissue. Discussing the modifications 
of the method made by Sellheim and himself, he admits that the technique of the 
operation may perhaps be still further improved. 

SpartH (Miinchener m. Wochenschr., 1908, No. 17, S. 987) exhibited to the 
Hamburg Medical Society recently a woman of 29 years of age, upon whom he had 
performed Frank’s operation as modified by Sellheim six weeks previously. She 
had a generally contracted and flat rachitic pelvis with a conjugata vera of 6°5cm. 
The operation was entirely successful, and the child was easily extracted. Spaeth 
does not recommend the operation except for hospital practice, but then he thinks 
the extra-peritoneal section of the cervix ought to replace the more serious operations 
of symphysiotomy and hebosteotomy. 


Extraperitoneal Suprasymphysary Delivery. 


Latzxo, Vienna (Miinchener m. Wchns., 1908, No. 22, S. 1211), delivered a primi- 
para with a flat pelvis and C.V. of about 8 cm. by a modification of Frank’s 
operation. The child was born alive and the mother recovered by the llth day. He 
first of all injected 150 cm. of fluid into the bladder, then made a longitudinal 
incision through the linea alba down to the peritoneum, separated the recti muscles, 
detached the relaxed bladder, which reached above the symphysis, bluntly from the 
cervix, from right to left, and securing it with an abdominal spatula divided the 
cervix and lower uterine segment longitudinally. The child, weighing 3,600 gm., was 
then extracted with the placenta, the wound in the uterus was sutured and the 
abdomen closed. He thinks the method may well supersede the classical Caesarean 
section, symphyseotomy and hebosteotomy. 

Professors Herzfeld, Schauta and Chrobak took part in the discussion, in which 
stress was laid on the danger of opening up the pelvic connective tissue and its 
possible infection from a septic genital canal, and also on the risks of a cicatrix in 
the lower uterine segment in future labours. Latzko explained that he did not re- 
commend the method for infected cases, but for primipare with rigid soft parts, in 
whom immediate delivery was indicated and therefore spontaneous expulsion of the 
child could not be waited for after an operation for enlarging the pelvis. The danger 
ot secondary rupture of the uterus he had no great fear of, as the tearing open of a 
median extraperitoneal scar of the cervix would be quite exceptional. 


Extraperitoneal Cesarean Section. 


F. Fromme, Halle (Zentralbl. f. Gyn., 1908, No. 17), on the basis of ten cases, 
lays down exact indications for this operation, especially in contradistinction to those 
for classical Cesarean section. While this latter is only suitable in perfectly clean 
and unexamined cases, the extraperitoneal operation may be performed in cases that 
have been examined, even in cases with fever, moreover it seems to be destined to 
supplant operations for enlarging the pelvis in primipare, in whom, in spite of pro- 
longed activity in the contractions of the uterus and a completely dilated cervix, the 
head does not engage when the expedition of delivery is indicated for the sake of the 
mother or for that of the child. Other indications may be given more rarely by im- 
pediments obstructing the genital canal, by impending rupture of the uterus, the child 
being alive, or by neglected transverse positions provided the child be still living. 
At the Halle Klinik they have completely altered the original technique of Frank, 
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especially by using a longitudinal incision and by dividing the uterine serosa longi- 
tudinally also, pushing it upwards and then stitching it again together so that the 
bladder is not lifted up at all. 


A Case of Cervical Cesarean Section. 


SpartH, Hamburg (Zentralb. f. Gyn., 1908, No. 20) attempted extraperitoneal 
section of the uterus on a primipara aged 29 with a very flat and generally contracted 
pelvis, but was unable to bring into view the part of the uterus described as serosa- 
free by Sellheim, and therefore did a transperitoneal operation. Childbed was compli- 
cated by bilateral pneumonia but terminated in recovery and the child survived. 
Spaeth for uninfected cases prefers cervical hysterotomy to the classical Cesarean 
section and believes the former will supersede the latter, and even successfully com- 
pete with hebeostomy, especially in primipare. 


Delivery through an Artificial Utero-abdominal Fistula. 


SevtHerm (Zentralb. f. Gyn., 1908, No. 20) for infected cases recommends a 
modification of extra-peritoneal hysterotomy which he calls delivery through the 
fistula of the uterus and abdominal walls. The essential points in the technique are 
a longitudinal incision in the linea alba, shutting off the peritoneal cavity by stitching 
the parietal peritoneum to the edge of the incision through the skin and by seroserous 
suture between the peritoneum of the abdominal wall and that of the uterus; 
detachment of the bladder out of the way and opening the uterus by a sagittal 
incision. After the extraction of the child the edges of the uterine wound are 
stitched to the edges of the abdominal wound and the so formed uterine fistula is 
left open. The fistula rapidly contracts and can if necessary be subsequently closed 
by a plastic operation. In a case described which had a successful course the 
secondary operation was done 18 days after the first. 


Cesarean Section, its Indications and Contraindications. 


E. Canton, Rio de Janeiro (Miinchener m. Wehnschr, 1908, No. 21, S. 1145), 
has performed 25 consecutive conservative Cesarean sections without a single maternal 
death. His conclusions are: In cases of contracted pelvis with a conjugata vera 
below 7°5cm., the child being alive and fully developed, Cesarean section is directly 
indicated, and when the C.V. is over 75cm. and the child is fully developed, 
Cesarean section is indicated whenever the disproportion between the diameters of 
the head and those of the pelvis is too great to admit of the delivery of the child 
after several hours of forceful contractions, whatever the degree of pelvic contraction 
may be. Under similar circumstances, with a C.V. over 75cm., Cesarean section is 
to be preferred to symphysiotomy, since it offers more chance of saving the lives of 
both mother and child. In cases of fever or suspected infection, pubiotomy is to 
be preferred. Besides infection, diseases of the heart, uterine cancer, large fibromata 
and, generally, all tumours, such as hydatid mole, which affect the uterus and there- 
fore endanger the mother’s life, form contra-indications to Cesarean section. 
In severe cases of eclampsia, one should not hesitate between hysterotomy and forced 
delivery, but with rare exceptions choose the latter and employ Bossi’s dilator, by 
help of which the uterus can be emptied as rapidly as by Cesarean section. Severe 
uterine hemorrhages do not justify hysterectomy, and it is only in case of premature 
detachment of the normally inserted placenta, in a primipara near the term of gesta- 
tion, that there can be any doubt between Cesarean section and accouchement forcé. 
It was under these principles that Canton selected his 25 successful cases, 
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Cesarean Section. Osteomalacia. 


J. B. Hexen, Leeds (Lancet, 1908, vol. i, p. 1618), refers to a clinical lecture of 
his (ibid, 1904, vol. i, p. 96, and vol. ii, p. 962) founded on 9 cases of Cesarean 
section, and reports 9 additional operations of the kind, all successful as regards the 

mothers, and three of them being operations repeated on the same patient. He 

concludes that as far as the mother is concerned, it is entirely satisfactory to operate 

before labour begins, but in the interests of the child it is better to wait till the 

full term of pregnancy, and as calculations on this are notoriously uncertain, to wait 

for the onset of labour. He considers the operation easy and safe in experienced 

hands, provided that there have been no attempts to deliver the woman in other 

ways, that her condition in unimpaired, and her parturient canal aseptic. Of the last 

condition it is not possible to be absolutely sure, as a child delivered by Cesarean 

i section has been found to have purulent ophthalmia. One of the patients was a woman 
with osteomalacia, pregnant for the ninth time; her ovaries were removed and her 


condition improved. The disease is rare in England. This is only the second case 
Hellier has met with. 


Rupture of the Uterus through the Czsarean Cicatrix. 


i Grorce L. BropHeap (Amer. Journ. Obstet., vol. lvii, 1908, p. 650) reports: A 
i patient, aged 35, underwent Cesarean section in December 1904. The usual longi- 
tudinal incision was made and the wound was sutured in layers with chromicized 
catgut. Early in August 1908, the patient was seen again and found to be about four 
months pregnant. She was advised to have a second Cesarean section at the end of 
the year. At the end of November a physician, who was called to see the patient, 
reported that she was having false pains and a slight blood-stained discharge from the 
vagina. On her arrival at the hospital she was found to be in a condition of 
moderately severe collapse. The abdomen was distended with fluid and the child 
could easily be palpated under the abdominal wall. Laparotomy was immediately 
performed, and the foetus and placenta, with a considerable amount of blood-clot, 
were found in the abdominal cavity, the uterus having ruptured at the site of the 
old scar. The patient died. Abstracts of nineteen other cases of this accident 
accompany the paper. C. Nepean LoncrIDGE. 


Case of Central Placenta Previa—Death of the Fetus through 
Rupture of the Umbilical Vessels. 


Marcont (Annali di Ostetricia, March 1908) relates the case of a woman received 
into the Maternity Hospital of Bergamo in the eighth month of a pregnancy com- 
plicated by placenta previa. No active foetal movements had been felt for several days. 

i After complete dilatation of the vagina with tampons, two fingers were introduced 
i into the uterus, and the placenta was detached towards the right, where it seemed 
thinnest. The membranes were perforated, version was performed, and a foetus was 
extracted, which was dead and showing signs of extreme anemia. 
On examination of the placenta, several lacerations were seen about the centre, and 
) the chorion was completely detached for a distance of eight centimetres so that a 
species of cleft was formed across the placental tissue, extending as far as the inser- 
} tion of the cord, and involving the umbilical vein, which was partially torn from the 
cord. The death of the foetus had evidently been caused by loss of blood from the 
placental wounds. 
An infant is very seldom expelled or extracted across a placental laceration which 
has existed antecedent to obstetric intervention; for the child to be alive is still 
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more unusual. In certain cases of placental laceration in which the great veins have 
escaped injury, perforation of the placenta in order to draw off the amniotic 
fluid, or Braxton Hicks’ method of turning and pulling down a lower limb, besides 
obviating danger to the mother, may prove innocuous to the child. In the majority 
of cases, however, the child is either dead at birth or dies shortly afterwards because 
of profound anemia. It must not be forgotten also that, in cases of placenta previa, 
delivery must be premature, and this fact alone lessens the chance of life to the 
child. J. H. F. 


Hzmorrhage in the second week of childbed due to a false 
aneurism of the uterine artery. 


VoGELSANGER, Basle (Hegar’s Beitrdge, Bd. xii, Ht. 3), reports: A tertipara, 
31 years of age, who had suffered from hemorrhage on several occasions during her 
pregnancy, was admitted into the Women’s Hospital at Basle on account of hemor- 
rhage during labour and, under the diagnosis of placenta previa, was delivered of a 
dead child by version after Braxton Hicks’s method and deliberate extraction. Her 
childbed was undisturbed until the eighth day when she had profuse hemorrhage, 
which recurred repeatedly and finally led to the extirpation of the uterus, too late 
however to save her life. Examination of the uterus disclosed a false aneurism of the 
uterine artery, all the coat of the artery having given way. 


The Treatment of Puerperal Fever. 

A. Kyyvett-Gorpon, Manchester (Brit. Med. Journ., 1908, vol. i, 970), specifies 
as important points in the prevention of puerperal fever: (1) avoiding anything that 
will interfere with the closing of the placental site, such as retention of placental 
tissue; (2) making no other wound, for instance by applying the forceps before the os 
is dilated; (3) avoiding unnecessary vaginal examination, and wearing rubber gloves; 
(4) vaginal douching is seldom necessary, never with rubber syringe; (5) the vulva 
should be kept covered with an antiseptic pad. 

He then discusses active local treatment, as contrasted with the passive method 
(serum, drugs and stimulants). All the cases he has to treat are severe ones not — 
coming under observation till the fifth or sixth day. He employs a sharp curette 
with a broad flattened end that will not perforate even a friable uterus, and then 
swabs out the cavity with undiluted izal fluid. This is done under alcohol, morphine 
and cocaine. This treatment has materially reduced the mortality of the Monsall 
Hospital. 

Of course, all collections of pus are opened. General peritonitis is treated by 
laparatomy and drainage, propping up in bed, and copious saline infusions, rectal or 
hypodermic. Even mild cases he would treat by the curette and swabbing, or at 
all events by swabbing. He condemns the douche. Alcohol and calomel may be 
given in fairly large doses; antipyretics are usually harmful. 


V. T. Carrutuers (Lancet, 1908, vol. i, p. 1360), reports a case in which, after 
curetting and swabbing out with pure lysol, the patient, after temporary improvement, 
became alarmingly worse but made a most rapid recovery after swabbing out the 
cavity with peroxide of hydrogen (10 volumes). 


Puerperal Pyemia cured by Ligature of the Pelvic Veins. 

G. Frrepmann, Stettin (Zentralbl. f. Gyn., 1908, No. 23), performed Trendelen- 
burg’s operation in a case of septic abortion in a secundipara, 27 years of age, liga- 
turing the spermatic and hypogastric veins on the left side. The fever persisted for 
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ten days after the operation, but the woman recovered. The case is not altogether 


free from objection, as the patient was also treated by inunctions of Credé’s silver 
ointment. 


A Case of Acormus. 


StoeckeL, Marburg (Monats. f. Geb. u. Gyn., June 1908), exhibited a monster of 
a rare type at the February meeting of the Mittelrheinische Gesellschaft fiir Gebirts- 
hilfe und Gynakologie. According to the report of the meeting, this monster appeared 
at first sight to be a shapeless lump of flesh. On careful examination, however, the 
head, developed as in a foetus of the eighth month, and the upper part of the 
vertebral column could be distinguished. By aid of the X-rays, the skeleton could 
be defined, and Stéckel demonstrated the fact at the meeting. The entire trunk 
below the middle of the dorsal spine was absent. Therefore this monster was an 
acormus. 

[Such is the entire report, as published in the Monatsschrift. Unfortunately nothing 
is said about the umbilical cord and the placenta, no mention is made of the presence 
or absence of a heart, and it is not stated that there was a perfect or imperfect 
twin associated with this monster. Still, Stéckel’s report of the appearance of the 
monster seems to imply that it was an acardiacus acormus, a trunkless twin, the 
rarest variety of acardiac twin. An alleged genuine case is figured in Forster and 
Ahlfeld’s well-known atlases of Teratology. For an account of another alleged case, 
see a note by Sir W. Turner, appended to the reporter’s “Description of Mr. 
Trestrail’s Case of Mylacephlous Acardiac Twin, with Notes of Acardiac Monsters 
in the Museums of London Hospitals,” 7’rans. Obstet. Soc., 1889, vol. xxxi, p. 17, 


footnote.} Doran. 


Placental Transmission of Bacillus Typhosus. 

Benson A. Conor (Amer. Journ. Obstet., vol. lvii, 1908, p. 789) says: A patient 
aged twenty-four contracted typhoid fever when three and a half months pregnant. 
The ovum was expelled entire. The bacillus typhosus was found in pure culture in 
the amniotic fluid, the heart’s blood, the spleen and umbilical vessels. 

C. Nepean LoncRIDGE. 


Ophthalmia Neonatorum. 


Nimmo Watker, Liverpool (Zancet, 1908, vol. i, p. 1267), has found, from a 
record of attendances, that two months is not an exceptional time for severe cases of 
ophthalmia in infants to attend as out-patients at St. Paul’s Hospital. He describes 
several cases showing how amenable the disease is to treatment if vigorously attacked 
at its onset, and concluding that the admission of cases among the poor to an ophthalmic 
hospital where vigorous treatment can be carried out day and night formulated a scheme 
by which the danger of infection of other patients should be avoided, and the mother 
should be also admitted to feed an infant. A small ward was turned into a nursery 
by the addition of cots, and a special nurse was appointed who was not allowed to 
touch clean cases. The difficulty of moving a lying-in woman from her home was 
met by the health authorities allowing the use of an ambulance. Under the Midwives 
Act and the Notification of Births Act, early information is available. If any baby 
has discharged from the eyes, the visitor tells the nurse to obtain medical advice or 
take the child at once to the Hospital. If necessary, the child is detained and an 
ambulance sent for the mother. Should the mother refuse to come in, the baby is 
sent back with instructions that it is to be brought at least twice daily for treatment. 
This arrangement applies to cases sent by general practitioners, who doubtless will be 
glad to be relieved of the responsibility of these tedious unremunerative cases. 
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Removal of Child from the Breast 


The Removal of the Child from the Breast. 


C. B. Reep (Surgery, Gynecology and Obstetrics, May 1908) divides his paper 
into two parts. The question of the transmission of medicinal substances through the 
milk of the mother to the child is first discussed. He concludes that alcohol, opium, 
chloroform, ether, thyroid extract, and lead should be used with extreme care in 
nursing women, and that atropine, arsenic, antipyrine, acetic acid, bismuth, potassium 
bromide, copaiba, castor oil, copper, chloral, iodine and its compounds, mercury, 
phenacetin, quinine, salicylic acid and senna are also transmitted, but very rarely to 
an injurious degree. Hence it is practically never necessary to remove the child 
from the breast on account of drugs administered to the mother; furthermore, it is 
never desirable to attempt to treat the child by means of drugs administered to the 
mother. In the second part of the local conditions necessitating the cessation of 
nursing, the various inflammatory conditions of the breast are given first place. It 
is argued that the breast is more commonly infected by way of the lacteals than by 
the blood-stream or the lymphatics. Failure to recognize this condition early will 
lead to ingestion of pus by the nursling and a long list is given of the serious 
consequences, including submaxillary abscess, otitis media and septicemia, which have 
been recorded. Much clinical and experimental evidence is given to prove that micro- 
organisms are eliminated in the milk of nursing women who are the subjects of 
bacterial infections, and in that of nursing rabbits which have been experimentally 
inoculated. The specific organism has been recovered repeatedly from the mother’s 
milk and from the organs of the deceased nursling. In this connexion the defensive 
power of the gastric juice is considered and experimental work is quoted, proving 
that it is inefficient. This has been demonstrated most thoroughly in the case of 
the tubercle bacillus, but Reed definitely asserts that any form of germ infection 
should prohibit the child from taking the breast, since the bacteriemia is quite liable 
to infect the milk. He strongly opposes Salge’s advice that, in order to render the 
babe immune to scarlatina, measles, or diphtheria, mothers suffering from these 
diseases should continue to nurse. The return of menstruation may occasionally 
injuriously influence lactation and, if the child begins to show signs of digestive 
disturbances, this source of trouble, so often overlooked, should be taken into con- 
sideration, and its effect carefully estimated (Budin and Tarnier). With regard to 
the occurrence of pregnancy, Tarnier showed that in 20 per cent. of such cases, 
immediate withdrawal from the breast was necessary. On the other hand, in either 
circumstance, weaning the child may be necessary on the mother’s account. Emotional 
disturbance can injuriously modify the milk, and if repeated or persistent may 
necessitate premature weaning. Albuminuria, persisting after delivery, is not in- 
compatible with satisfactory nursing, on the other hand, it may seriously affect the 
mother’s health and the nursing may have to be stopped for her sake. Osteomalacia 
imperatively prohibits nursing, on the mother’s account. Mites H. PxHuitiips. 


Tapping the Lateral Ventricles in Congenital Hydrocephalus. 


Sprincer (Miinchener m. Wochns., 1908, No. 23, S. 1262) reported to the Society 
of German Physicians at Prague that in the case of a boy 22 months old with 
extreme hydrocephalus, he had, 8 months previously, punctured the left lateral 
ventrical from the forehead, and a month later the right one also, and on each occasion 
withdrawn 40—50 cm. of fluid. Since the second puncture the fontanelle, previously 
very tense, had become depressed, the circumference of the skull had not gone on 
increasing, the congestion papille had disappeared, the closing of the eyelids was 
effected perfectly and the exophthalmus had vanished. The child, previously 
apathetic, had become lively, learnt to speak a few words and sing little songs, and 
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had begun to walk. He recommended tapping the ventricles in every progressive 
case and suggested that in the present case the ventricles may have been closed, 
perhaps by the choroid plexus over the foramen of Monro. 


Quadruplets born in Derbyshire. 


Asuiey (Nursing Notes, vol. xx, p. 144).—A certified midwife attended a 
patient, who was 37 years old, and had had six children previously. The labour 
was an easy one, the first and second stage only lasting about three hours. The first 
child was a boy, and the other three were girls; all presented by the vertex except 
one of the girls which came as a breech. There was one large placenta which was 
expelled in the usual way, half an hour after the birth of the last child. The mother 
had after-pains, but had no other complication. The weights of the children are not 
given, but judging from the photograph reproduced in the paper they appear to be 
extraordinarily well developed for quadruplets. One of the children is breast 
fed and the other three are fed from the bottle. C. Nepean LoNnGRIDGE. 
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Reports of Societies 


REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNZXCOLOGICAL SECTION. 


Meeting held Thursday, June 11th, 1908, the President, Dr. Hersert SPENCER, 
in the chair. 


Dr. Joun H. Teacuer gave lantern and microscopic demonstration of an extremely 

young human ovum (Teacher-Bryce ovum). This specimen represents 

Tue Stace or THE Human Ovum, 

which has been found, and presents features hitherto unknown. The ovum was found 
by Dr. Teacher in a portion of decidua shed by abortion. It is embedded in the 
decidua in an oval cavity filled with maternal blood, and having a small orifice closed 
by a fibrinous plug. The walls of the blastocyst (which measures internally 0°77 by 
0°66 by 0°50 mm.) are composed of a thin cellular layer and a very irregular plasmodial 
formation together constituting the trophoblast. Within this there is a delicate meso- 
derm, towards the centre of which lies an extremely small embryonic rudiment. The 
ovum, although imbedded, is not yet attached to the decidua. An unusually clear 
history has been obtained, which appears to afford a fresh starting-point for the 
estimation of the age of young ova in general. The age of the present ovum is 
estimated at from 13 to 14 days from fertilization. 

Dr. J. M. Munro Kerr read a paper on a case of 

OvaRIAN PREGNANCY CO-EXISTING WITH INTRA-UTERINE PREGNANCY. 

The ovary containing the ovarian pregnancy was removed by operation. The 
embryo was at a stage closely corresponding to one described by Graf. v. Spee. It 
was so much injured, however, that reconstruction was not possible, and the sections 
were exhibited to demonstrate the nature of embedding in the ovary, the ovum being 
the youngest yet recorded in that position. There was a large corpus luteum, the 
contour of which was intact, except at one point where there was young organizing 
connective tissue, forming a continuous strand reaching from the centre of the corpus 
luteum to the margin of the implantation caviy. The cavity has been excavated in 
the ovarian stroma, and its walls are formed in part of connective tissue in a state 
of coagulation necrosis, but to a greater extent by fibrin and blood clot. The surface 
of the ovary had been ruptured, and the ovum was evidently in the process of 
extrusion. There were absolutely no signs of any formation akin to decidua, and the 
more actively destructive phases demonstrated in the first specimen had obviously 
persisted until a considerable part of the ovary had been destroyed. 

The ovum lay more or less free in the implantation cavity ; the villi were irregular ; 
and many were overtaken by degenerative changes; but they contained blood-vessels, 
and showed precisely the same coverings as a uterine ovum at the same stage of 
development. The sections prove:—(1) That the ovum can be imbedded in the 
ovarian stroma outside the Graafian follicle. (2) That it embeds itself just as does 
the ovum in the uterus in connective tissue rich in blood-vessels. (3) As has already 
been shown by C. v. Tussenbroeck and others, the uterine epithelium is not necessary 
for plasmodial formation; as this ovum lies in the ovarian stroma neither can the 
plasmodium be derived from the follicular epithelium. The two cases combined once 
again demonstrate the nature of implantation. The process involved is essentially a 
destructive one; the primary necessity for the ovum is a nidus of connective tissue 
rich in blood vessels. Formation of decidua is not essential; it is a defensive reaction 
against the destructive activities of the trophoblast, which it limits and controls. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Ordinary Meeting held at Leeds on Friday, May 15th, 1908, Dr. A. J. Wattace, 
Liverpool, (President), in the Chair. 


Mr. R. Favett (Sheffield) exhibited a specimen of fibroma of the ovary successfully 
removed by abdominal section from a patient aged 25 years who had complained of 
abdominal pain for three years. Menstruation was regular, of the twenty-eight day 
type, and lasted three days. The tumour was of the diffuse variety, undergoing 
cystic degeneration, and microscopically proved to be a pure fibroma. There was no 
ascites. Mr. Favell also recorded a case of Cesarean section performed on account 
of labour obstructed by an ovarian cyst. The patient was a sextipara, aged 39, 
previous labours having been normal. Labour pains commenced at 9-30 a.m. on 
January 9th, and the membranes ruptured at 5-30 the same evening. She was 
admitted to hospital 11-830p.m. As the pains were so frequent and severe, it was 
decided to perform Cxsarean section together with the removal of the tumour rather 
than vaginal ovariotomy. ‘This was accordingly done, and recovery was uneventful. 

Dr. Hetiier (Leeds) related a case of cornual gestation in one horn of a bicornute 
uterus, in which rupture was attributable to a blow. The patient was aged 23 and 
had enjoyed good health previously. Her first pregnancy terminated in normal labour 
in April, 1907. She ceased to menstruate in the following November, and was 
perfectly well until March 15th, 1908, when about 12 p.m. she received a violent 
blow on the lower part of the abdomen cn the right side. Either she was directly 
kicked in this region, or was driven against a sharp corner. She felt faint at once 
and was unable to lie down properly on account of vague abdominal pain. She 
became seriously ill next day, and on March 17th, required catheterisation and was 
admitted into the Leeds Infirmary. The lower half of the abdomen was full and 
tender, respiratory movements in this situation were defective, and there was some 
dulness in the right flank. The pulse was weak and rapid. The usual signs of 
pregnancy were present. It was considered that the case was one of internal 
hemorrhage, end that either the uterus was ruptured, or some vessel in the pelvis. 
There was no vaginal bleeding. Abdominal section was performed the same day, 
and a four-months’ foetus enveloped in the amnion lay superficially as soon as a 
median incision was made. A very large quantity of blood clot was in the abdomen 
and pelvis. The sac lay on the right side and looked very much like a ruptured 
uterus with retracted walls, the placenta having escaped into the abdomen, but 
retaining a slight attachment to the interior of the sac. On the left of the sac there 
was a uterus of normal size, to which it was attached by a thin fleshy pedicle, about 
33 inches broad snd 4 to 4 inch thick. This was ligatured and divided, the ovarian 
artery being separately secured. The abdomen was cleared of clot and closed with- 
out drainage. The pulse varied from 144 to 150 immediately after the operation, 
and the temperature rose to 101 on the second night. After this the patient made 
an uninterrupted recovery, and was discharged quite well on April 11th. On 
examination of the specimen, which was shewn, the sac-wall appeared to consist of 
muscular fibres exactly like the uterus muscle, and this was confirmed microscopi- 
cally. The Fallopian tube was attached on the distal side of the sac. The uterine 
end of the round ligament was attached in front of, and slightly below, the tube. 
The cornu did not communicate with the cavity in the left side of the uterus. Dr. 
Hellier asked the opinion of members as to the correctness of this view of the case. 
It was a curious coincidence that the blow, which certainly caused the symptoms, 
should have fallen on the gestation site, and if the patient had succumbed to the 
injury, an interesting medico-legal question might have been raised, which might 
have been compared to cases where blows on the chest have ruptured aneurisms. 
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Dr. Lioyp Roserts (Manchester) communicated a case and showed the specimen 
of Epithelioma of the Left Labium Majus, recurring in a woman aged 45, eighteen 
months after the removal of the clitoris and right labium majus for a similar 
growth. Complete relief followed for twelve months when a painful nodule appeared 
on the left side. It did not seem to be a direct extension from the original growth, 
as healthy tissue intervened between it and the scar. No glandular infection was 
found. The growth was widely excised. The chief feature of interest lay in the 
possibility of the second growth being due to direct contact and infection from that 
in the right labium. 

Dr. Crorr (Leeds) mentioned a case of the pyelo-nephritis of pregnancy in a 
primiparous patient aged 26. Persistent vomiting, abdominal pain, and pyuria with 
severe febrile disturbance were present, and it was deemed advisable to terminate 
the pregnancy at the 5th month. The membranes were punctured, and following 


the delivery, all the symptoms subsided and the pyuria was gradually disappearing. 
The proceedings then terminated. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAXCOLOGICAL SOCIETY. 


Meeting held at Liverpool, Friday, June 19th, 1908. The President, Dr. A. J. 
Wattace (Liverpool), in the Chair. 


Dr. W. Brarr Betx (Liverpool) related a case of Large Congenital Cyst of the 
Vagina occurring in a married woman aged 21. The tumour had been noticed for 
five years, but had caused her no inconvenience. Twelve months ago she was delivered 
without difficulty of a full term child and since then had noticed something protru- 
ding from the vulva when she walked, or, in any way, exerted herself. Menstruation 
and micturition were unaffected. The cyst was the size of a cocoa-nut, and lay 
between the uterus, bladder, and anterior vaginal wall. It was removed with some 
difficulty on account of its deep connections. 

Dr. W. E. Fornercitt (Manchester) communicated two cases of Abdominal 
Hysterectomy for Complete Rupture of the Uterus. P 
Dr. A. Knyvetr Gorpon (Monsall) read a paper on “Some problems suggested 
by a series of cases of Puerperal Sepsis of advanced type.” The reader confined his 
remarks to the curative treatment of severe cases only, and based on an investigation 
of 250 cases treated in the Monsall Fever Hospital. He first of all excluded these 
cases where there was an obvious local lesion calling for surgical procedure, such as 
retention of a fairly large piece of placenta, well-marked pelvic abscesses, or general 
suppurative peritonitis, and dealt with the type of case where the patient is des- 
perately ill, where the extent of septic absorpion is great, either of toxines or 
organisms, and where the only obvious local signs are subinvolution and endometritis, 
with some abdominal distension. Half of these patients had streptococci in the circu- 
lating blood. Dr. Gordon drew attention to the two opposed schools of treatment, 
(1) where reliance was placed solely in vaginal and uterine douching, avoiding any- 
thing of the nature of active interference with the interior of the uterus. He thought 
it was very necessary to consider this opinion seriously, founded as it was on the 
teaching of Metchnikoff, that between the organism and the system was a wall of 
leucocyte infiltration, the integrity of which must not be disturbed. The opposite 
school regarded the infected uterus just as it would in any other situation, and would 
treat it accordingly, viz., by active disinfection. He maintained that in puerperal 
sepsis of the type he had defined, the granulation wall was useless, or, as Sir William 
Sinclair had happily put it, had been sealed or breached. When the reader of the paper 
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first began to treat these cases by douching alone, the mortality was 46 per cent. Since 
the employment of more active measures the mortality had fallen to 24 per cent., 
where it had remained for three years. It was his practice to scrape thoroughly the 
interior of the uterus with a large sharp curette, followed by the application of 
undiluted izal solution on swabs. He was therefore unable to believe in the harm- 
fulness of active local treatment, and would ask whether it was right to teach non- 
interference in cases of puerperal septicemia. In regard to pelvic cellulitis resulting 
from deep, infected tears of the cervix, he suggested that incision of the inflamed 
area and drainage per vaginam should be adopted. He had never performed hyster- 
ectomy in the early stage of puerperal sepsis, and only five times as a last resort, all 
unsuccessfully. His experience, therefore, of this procedure was too limited, but he 
failed to see how such a practice could be adopted successfully, without removing a 
large number of uteri unnecessarily. A very important administrative problem was 
also considered. Where ought these cases to be treated? He thought that they 
should go to a fever hospital, administered by a resident superintendent, and that 
a gynecologist who is not too busy to attend regularly should be attached to the staff. 
Care should be taken to select and train the nurses, a certificate only being awarded 
after at least two years’ satisfactory work in the wards, coupled with attendance at 
systematic and clinical lectures, the theoretical knowledge being also tested by ex- 
amination. 

Sir Witram Srncrarr congratulated Dr. Gordon on the results he had obtained in 
the treatment of these cases of puerperal sepsis, and thought that we were only 
beginning to realise the importance of the subject. The question of serum and serum 
therapy required to be worked out. He advocated curettage and thorough disinfection 
of the uterine cavity. 

Dr. Arnotp W. W. Lea asked whether Dr. Gordon would curette the uterus as 
early as the 3rd or 4th day, and referred to the view that where a pathogenic 
streptococcus was found in the lochia, no interference was to be adopted. He thought 
there was some evidence against the routine use of the curette. 

Dr. GEMMELL said it was his practice to cleanse thoroughly and explore digitally 
the uterine cavity. He only rarely used the curette. 

Several other members spoke, and, in his reply, Dr. Gordon said he did not think 
a thorough digital exploration of the uterus was practicable after a few days. He 
employed a sharp curette large enough not to perforate the uterine wall. There was 
usually no time to prepare a vaccine from the patient’s blood, and he would never 
use a bought vaccine. 

The proceedings then terminated. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 


SECTION OF OBSTETRICS. 
President: E. Hastincs Tweepy, M.D. 
Sectional Secretary: Henry Jevtert, M.D. 


Meeting Friday, May 29th, 1908. Str A. V. Macan, and subsequently the 
PRESIDENT in the Chair. 


Two Utert REMOVED FoR ADENO-CARCINOMA OF THE Bopy. 
Dr. Gipson exhibited specimens as above. The first was from a young woman, 
aged twenty-six, who had been married for one year, and had not yet become 
pregnant. She only complained of irregular uterine hemorrhage. The uterus was 
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apparently quite normal, but examination of the curettings revealed adeno-carcinoma. 
In the second case, the woman, aged forty-two, had had three children. This 
patient, like the first, only complained of irregular hemorrhage, but the case was 
more marked than the first, as she had an enlarged uterus. The diagnosis was 
made from the curettings. Except for the attacks of hemorrhage every two or three 
weeks, both women were in apparently perfect health. He brought the specimens 
forward as showing the importance of curetting in all such cases, and of the absolute 
necessity of routine examination of the curettage. 

Dr. Hotmes said that twenty-six was an early age at which to find carcinoma, 
although he had known a case at eighteen. He agreed as to the importance of 
routine examination in all cases where curetting was done. 

The CuarrMan said the youngest case of carcinoma he had seen was at twenty- 
seven, and if it occurred as early as Dr. Holmes said—eighteen—it might occur at 
any time. 

Dermoip Tumours. 

Dr. Horne exhibited two specimens of dermoid tumours which had occurred in 
one patient, a condition he had not met before. The girl was suffering severe pain 
eight or ten days before menstruation. Last October menstruation ceased and the 
pain lessened, and she came to him to know what was wrong. By vaginal examina- 
tion he found one tumour in front of the uterus, which was pushed to the right, 
and through the fornix a certain amount of bony hardness was found. On opening 
the posterior cul-de-sac he found it occupied by a semi-resistant tumour which 
felt, in size, like an extra-uterine pregnancy, but in one part there was a hard nodule. 
At the operation he found the tumour in front completely covered by the omentum, 
which passed over it and was adherent to the bladder. He then came on a slight 
pedicle, and in trying to keep close to the tumour some of the contents—typical 
yellow fluid escaped. He removed the tumour in front and shelled out the second 
from behind the uterus. 

Dr. Rowterte asked if Dr. Horne had established any connection between the 
second tumour and the ovary. 

The CHarrMaN said it was a wise thing not to run any risks with dermoid cysts, 
as their contents were sometimes very septic. 

Dr. Horne, in reply, said the second tumour lay altogether behind the peritoneum, 
and he could find no trace of the ovary. On account of the escaping fluid he 
provided drainage into the vagina and packed the cavity with iodoform gauze. The 
case had run a most satisfactory course. 

Ectopic GEsTaATION, WITH Ovarian Cyst. 

Sir A. V. Macan exhibited a specimen of ectopic gestation with an ovarian cyst. 
The patient came to him in July last, when he found a tender tumour behind the 
uterus slightly to the left side. In November he enucleated a small fibroid that had 
been undergoing calcareous degeneration, and he removed the left ovary, which was 
degenerated. She made a good recovery, and went home in December apparently 
well. About the middle of May she came to him again, miserably thin and pale. 
She had been in bed for a month, and had had a red discharge for three weeks as 
well as severe abdominal pains. He examined her and found the uterus dislocated 
to the left, and a large elastic swelling filling the right side of the pelvis. The whole 
abdomen was very tender. He could make no other diagnosis than that of extra- 
uterine foetation. He operated last Monday, and found considerable adhesions. 
There was hardly any blood in the peritoneum. He enucleated a large lump in the 
right side of the pelvis which he thought was part of the foetation. Careful examina- 
tion showed a rupture in the tube. 

Dr. FrrzGrsson said the specimen was particularly interesting as showing the 
rapidity with which the ovary could grow, and the possibility of growth at that 
tate being malignant. 
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Tue OssteTRicAL Report oF THE Rotunpa 1907-1908. 


The obstetrical report of the Master of the Rotunda Hospital for 1907-1908 was 
read by Dr. W. Bell. 

Dr. Horne said they were delighted to see the improvement in the morbidity, 
though he would prefer to see some one definite method of calculating it adopted. 
The mortality was also extremely good, yet two deaths out of nine eclampsia cases 
seemed high in view of present-day methods. 

Dr. Gisson had great pleasure in congratulating the Master of the Rotunda 
Hospital and his Assistants on the large amount of work done. He regretted that 
he had not yet had an opportunity of reading the report, as a copy had not been 
sent to him. Dr. Bell had drawn special attention to the fact that one woman, for 
whom pubiotomy was necessary in a former labour, had now delivered herself 
spontaneously. This was, of course, ene of the greatest advantages of pubiotomy, 
that they could give the patient every opportunity of delivering herself, and only 
perform the operation when it is indicated. 

Dr. FrrzGisson said that when he was at Rotunda cases of venereal disease in 
in pregnanvy were looked upon with abhorrence, and a large percentage of them died 
of septic infection afterwards. It was interesting, and apparently inexplicable, that 
there had never been a death after childbirth in the Lock Hospital, which was 
saturated with venereal disease, yet in the Rotunda, where there were the very best 
conditions, deaths occurred. In a recently reported autopsy the results of a 
previous pubiotomy were examined and the bone showed no attempt at osseous 
union, which might explain some cases of easy delivery after pubiotomy, as the 
fibrous union gave greater space. 

Sir ArtHour V. Macan said that the great majority of obstetricians abroad 
recognised 38°C. as the limit of morbidity, and he thought they should adopt it unless 
there was some very great objection to it. Statistics on different standards were 
useless, and they must use a standard that others understood if they were to compare 
the Rotunda with other places. He was convinced of the ease and simplicity of 
pubiotomy, but it had been shown that serious accidents might occur in the hands 
of the most skilled men, and, therefore, he could not consider the operation one to 
put before a man in ordinary country practice as the most suitable and certain. At 
the same time, it was better to perform the operation in an emergency than to let 
the woman die without any attempt to save her. He thought that cases of con- 
vulsions should not be allowed to go on where the sight was already affected ; 
everything—even Cesarean section—should be done. He thought that the case of 
death from shock immediately after the removal of adherent placenta was worthy 
of more detail, as the operation was the most dangerous one in midwifery. 


Tue GxnzcotocicaL Report or THE RorunpA Hospitat, 1905-1907. 


Dr. A. Hotmes read the above for the Master of the Rotunda. The Gynecological 
Report of the Rotunda Hospital covers two years, beginning November 1, 1905, and 
ending October 31, 1907, and deals only with those cases in which operative 
measures were undertaken. In many instances several operations were necessary, and 
were performed at the same time. Each operation is counted under its own heading. 
The number of patients admitted to the hospital during the two years amounted to 
981, of these 110 were cases where no operation was performed or operation was 
refused. The total number of operations performed comes to 1,153, of which 468 
come under the heading of curettage. Operative measures for rectifying backward 
displacements of the uterus were undertaken in 94 cases. The Alexander-Adams’ 
method was elected on five occasions, vaginal fixation on twenty-three, and ventro- 
suspension on the remaining sixty-six. Myomectomy was performed whenever 
possible, and was adopted on fourteen occasions. Hysterectomy was necessary once 
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for overcoming the symptoms associated with an irreducible retroverted gravid 
uterus. Hysterectomy was performed in all sixty-seven times, malignancy being the 
indication in twenty. The mortality following upon extirpation of the uterus for 
malignancy is represented by seven, showing a percentage of 35. Fibroid condition of 
the uterus accounted for thirty-seven of the other cases; pyosalpinx, intraligamentous 
cysts and severe hemorrhage the remainder. Forty ovariotomies are recorded, with 
a mortality of five, in two of which malignancy was the indication for operation, 
and probably in a third case the pathological findings not being definite. The two 
other cases were in a hopeless condition of sepsis on admission. Many operations in 
minor gynecology were performed for repair of the torn perineum, cervix, etc. 
The total mortality is represented by twenty-one. Twelve deaths occurred in 
cancerous patients, two followed hysterectomy for fibroid condition—one of which 
cases succumbed to congestion of the lungs, and the other to shock. A pyosalpinx 
which ruptured during removal accounted for another. Two women died who suffered 
from irreducible retroverted gravid uteri; both were moribund when accouchement 
forcé was resorted to. Another death occurred in a woman pregnant four months, 
and with an ovarian cyst whose pedicle was twisted and gangrenous. Cerebral 
symptoms pointing to tubercular meningitis arose in a patient who was suffering 
from ovarian cyst associated with a very high temperature, and proved fatal. The 
remaining two cases died before operation—one from peritonitis, the other of 
pneumonia. 

Dr. Seymour Srritcu, adverting to the question of mortality, said that there had 
not been a death in the Lock Hospital of any sort following confinement during the 
last twenty-eight years, and only one death occurred in the London Lock Hospital, 
he was informed, in twenty-five years. In the Dublin Lock Hospital there were 
about twenty cases of delivery annually. Douching was constantly done. An account 
of these cases would be found in the ‘‘ Medical Press and Circular”’ for July 4, 1906. 

Dr. AsHE said that shortening the round ligaments, in his experience, had been 
most unsatisfactory, and he would like to know if anything had afterwards been 
heard about the cases operated on. 


Dr. Kirxpatrick suggested the inclusion of a statistical table in connection with 
the administration of anesthetics as a matter of considerable importance which would 
make a valuable addition to both reports. 


Dr. Bett said that the measurements of the true conjugate of the patient who 
had delivered herself after pubiotomy were 7 cm. last year, and 8 cm. this year. 
No one who has had much practice with Skutsch’s pelvimeter will believe that such 
a discrepancy could be possible, and the fact remained that the woman delivered 
herself this year in six hours. Last year she was in labour forty-two and a half 
hours, with the head balloting freely above the pelvic brim, when forceps was 
applied. This failed to fix the head in the brim. Three hours later pubiotomy was 
performed. Walcher’s position was tried for one and a half hours without success 
before pubiotomy was performed. 


Dr. Hastincs Twrepy said he did not think any apology was necessary for the 
method of ascertaining morbidity which had been adopted at the Rotunda. Refer- 
ence had been made to the Queen Charlotte Hospital Report, where a morbidity of 
20 per cent. was shown when estimated by the rigid methods adopted at that 
institution ; and yet, when this morbidity was calculated by the rules laid down by 
the British Medical Association and by those which obtain at the Rotunda, it showed 
a marked decrease. It was unfortunate that the British Medical Association and 
Rotunda estimations of morbidity in the Queen Charlotte Hospital Report were 
estimated from only a small number of their cases—i.e., 300 British Medical Associa- 
tion and 89 Rotunda. Needless to say it is impossible to draw any comparsion 
between their percentage morbidities, as the different calculations did not deal with 
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the same number of cases. We at the Rotunda could easily show a hundred 
consecutive cases without any morbidity. Thirty-eight degrees was a purely arbitrary 
line, and it was futile to take temperatures in the axilla and compare them with 
those taken in the mouth or rectum. The British Medical Association suggested that 
the thermometer be placed in the mouth; the temperature be taken twice daily—at 
8 a.m. and 5 p.m. ; and in these suggestions they were far ahead of any plan generally 
adopted on the Continent. A greater number of cases of raised temperature would be 
found in four-hourly records than in bi-daily records. He was not interested in these 
rises of temperature save as an indication of disease, and it was misleading to schedule 
every patient as diseased (morbid) who showed some slight transitory rise. What we really 
want are statistics of the health of the various hospitals, and to this end the plan 
of the British Medical Association is worthy of much wider recognition than it has 
yet received. Two women on whom he performed pubiotomy last year had since 
delivered themselves naturally. Those cases had been carefully measured by 
Skutsch’s pelvimeter, had had the head balloting above the brim of the pelvis for 
several hours before operative interference was adopted, and had shown marked pelvic 
contractions, measurements of which will be seen by referring to the report. One 
of these showed a marked increase in the pelvic measurements when examined before 
the birth of the second child. In conclusion, he expressed his admiration of the way 
in which the work of the reports had been done by Dr. Bell and Dr. Holmes. The 
fcrmer had omitted the reading of the paragraph referring to himself and Dr. 
Holmes, an omission which Dr. Tweedy supplied. 


| 
4 
if 
| 
| 
| 
| 
ae ae 
| 
st 
| 
iy 


Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


A Manvat ror Mipwives. By C. Nepean Loneripce, M.D. (Vict.), F.R.C.S. : 
(Eng.), M.R.C.P. (Lond.). Pp. 308. London: J. and A. Churchill. Price 1 


3s. 6d. net. 


This well-printed and well-produced work forms a useful handbook for maternity : 
nurses. The illustrations are few in number compared with those in similar text- 3 
books, but they are accurate and instructive. The rules of the Central Midwives’ 
Board are included and there is also a short chapter on the symptoms and signs of 
cancer which could be adopted with advantage in all nurses’ text-books and will 
doubtless lead to the early treatment of numerous cases. The education of the E 
female public in the symptoms of uterine cancer and the dangers of delay in its q 
treatment rests largely with the nursing profession. 

The author does not seem to have quite caught the spirit of the Central Midwives’ 
Board’s regulations. It is a rule of this body that medical assistance must be obtained 
in all presentations other than the uncomplicated head or breech and where there is 
excessive hemorrhage, but Dr. Longridge would allow nurses to practice internal version 
in twin cases where the second child is presenting by the shoulder, and to pull down a 
leg in placenta previa cases with the breech presenting. Again, though bi-manual com- 
pression of the uterus will stop hemorrhage just as well before the birth of the placenta 
as afterwards, the book recommends nurses to remove the placenta manually in cases of 
post-partum hemorrhage if they are unable to express it. It is unlikely in the present 
overcrowded state of the medical profession in England that a nurse would ever have to 
adopt such radical treatment before the doctor’s arrival. Routine post-partum douch- ° 
ing is another practice recommended by the author which is not only unnecessary and 
out of date but dangerous, there being a serious possibility of infecting the patient. 
The book is very readable and contains much valuable information in a concise form. 
We have not drawn attention, therefore, in any fault-finding spirit to some points 
which we think would be better for re-arrangement, but rather in the belief that the 


volume will be largely used and that Dr. Longridge will soon have to produce another 
and improved edition. 


G. B. M. 


157 
4 
q 
4 
bi 
4 


158 Journal of Obstetrics and Gynecology 
NOTES. 


We note with regret the death, at the age of 62, of Dr. Furquim Werneck, an 
eminent obstetrician and gynecologist of Rio de Janeiro, who had represented Brazil 
at several European Medical Congresses. 

Dr. R. P. Ranken Lyle has been appointed Professor of Midwifery in the Univer- 
sity of Durham. 

Dr. W. E. Fothergill has been appointed Lecturer on Clinical Obstetrics and 
Gynecology, in the University of Manchester. 

Dr. David Shannon has been appointed Assistant Obstetric Physician to the 
Glasgow Maternity and Women’s Hospital and Assistant Surgeon to the Royal 
Samaritan Hospital for Women, Glasgow. 

Dr. Comyns Berkeley has been oppointed Obstetric Physician and Dr. W. F. 
Victor Bonney Assistant Obstetric Physician, to the Middlesex Hospital. 

Dr. Eardley Lancelot Holland and Dr. J. Abernethy Willett have been appointed 
Assistant Physicians to the City of London Lying-in Hospital. 

At Berlin, the title of Professor has been accorded to Dr. Alexander Czempin. 
Gynecologist unconnected with the University. 

Madlle. Viera Danchakoffa has been recognized as a Privatdozentin of Histology, 
at the University of Moscow, the first lady to be so honoured at a Russian University. 

It is reported in University society in Berlin that the Kultusminister has declined, 
on fundamental considerations, to permit the Habilitation of women as Privat- 
dozentinnen, in the Prussian Universities. 

The statistics of 56,177 deliveries at the Baudeloque Hospital during the years 
from 1883 to 1907, recently presented to the French Academy of Medicine by Pinard, 
demonstrate that the total morbidity and the total mortality, as regards both mother 
and child, have regularly and progressively diminished during those twenty-five years. 

At the Society for Social Medicine at Berlin, in reply to a paper advocating the 
restriction of conception in the families of the labouring classes on hygienic and 
economical grounds, especially in order to avoid such exhausitng experiences as are 
not uncommon, six children in six years, or ten or twelve children, or abortions, in 
twelve years of married life, Mayer said that the only legitimate and practicable way 
of reducing the number of children born was to prolong the period of suckling; this 
might be extended beyond twelve months, even to two or three years, as was the 
custom among the ancient Jews, the Scandinavians, the Chinese and Japanese and the 
Mahomedans. It is of course possible, but it is very unusual, for a woman to 
conceive while suckling. 

At Vienna, the two new Frauenkliniks which were to have been opened in 
April 1907, and the cost of which, with the ground, is said to have exceeded 
£375,000, are standing idle, as the Professors, von Rosthorn and Schauta, have 
declined to enter on their duties until certain details are definitely settled. There are 
no lectures for the students; the beautiful wards are empty and the nursing staff have 
nothing to do. The crucial point is that of the distribution of the candidates for 
admission, between these two kliniks and the one devoted to the training of midwives 
for lower Austria. The latter is not a State institution but is under the control of 
the provincial authorities, but it has the command of the midwifery cases from 
Vienna and its suburbs, and consequently of the greater number of operative cases 
which, while not essential for the instruction of midwives, are most important for 
that of students of medicine. It is to be hoped that under the influence of the 
Ministers of Education and of internal affairs the Finance Minister may agree to the 
State accepting the charge of the Midwives institute as well as of the two Medical 
kliniks, as the Provincial authorities desire offering an indemnity of 800,000 kronen, 
otherwise they contemplate building a new institution for their cases at Gersthof, a 
suburb of Vienna. 
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